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Public Health and the Practising Physician 
PRESIDENTIAL ADDRESS 


G. D. W. CAMERON, M.D., D.P.H. 
Deputy Minister of National Health 
Department of National Health and Welfare 
Ottawa, Ontario 


a presence at our meeting of Dr. Church, the president-elect of the 
( 


‘anadian Medical Association, is a notable event. We welcome him 
most warmly, not only as a fellow worker in the health field but also as the 
official representative of the medical profession. 

We in the Canadian Public Health Association are inclined to accept it 
as a matter of course that all the skills essential to the carrying on of modern 
public health programs are represented in our Association: doctors, nurses, 
chemists, statisticians, sanitary inspectors all are here in full right of member- 
ship. This is an important characteristic of our Association and one which 
gives it strength and breadth of interest. Because of this highly desirable 
state of affairs we may be inclined at times to forget about the very large group 
who comprise the membership of the Canadian Medical Association and the 
tremendous role they play in public health. 

From time to time over the years there have developed points of friction 
between public health group on one hand and the practising physicians on the 
other. Most of the troubles have been born of misunderstanding. Fortu- 
nately, by the exercise of patience and common sense, they have been resolved. 
But as you well know, disagreements are often magnified to the point of 
obscuring much larger and more important areas of agreement and co-opera- 
tion. It is profitable, therefore, for us to pay close attention to our relation- 
ships with the physicians because we must remember that their active partici- 

Presented at the thirty-ninth annual meeting of the Canadian Public Health Association, 
held in Montreal May 28-31, 1951, in conjunction with the annual meeting of la Société 
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pation is absolutely essential to the carrying out of comprehensive public 
health programs. Not only has this been true in the past but it will become 
even more apparent as time goes on. 

In the early days of our western civilization health was regarded as a 
personal matter. It was a case of every man for himself, with the physician 
as the sole source of help. 

Early in the 19th century collective action through the enforcement of 
continental or international quarantine measures became an active interest 
of governments. This was followed by efforts to control pestilence by local 
regulation. Health departments gradually emerged and the physician was 
no longer alone in the health field. 

For many years there was a fairly obvious division of function between 
the practising physician and the health officer. Then came the concept of 
preventive medicine, with emphasis on the protection of the individual by 
specific and personal measures in contrast to the protection of the community 
by general health measures. It was at this point, probably more than at any 
other, that the allocation of fields of activity as between the two groups be- 
came confused and suspicions and disagreements developed. 

This situation was aggravated when the public became aware that certain 
diseases and causes of death could be successfully attacked by community 
action through health departments. Diphtheria control might be cited as an 
example. Informed laymen insisted that vigorous action be taken to control 
this scourge which had killed so many children in the past. For reasons which 
need not detain us here it was found that the job could not be accomplished 
effectively by individual practising physicians. Experienced health officers 
will tell you that they found it absolutely necessary to take direct action 
through immunization clinics and widespread public education. 

While this pattern of action was justified to overcome diphtheria and will 
undoubtedly have to be repeated in the future in dealing with other situations, 
we would do well to ask ourselves what the ideal long-range solution should 
be. Paediatricians now accept it as a matter of course that all children in 
their care should be given toxoid and any other immunization procedures 
required. May we not expect that the public education entailed in mass 
immunization programs and the sensible example set up by the paediatricians 
will cause people to require this type of service from their family physicians 
as well? 

Pre-natal care and the health supervision of children have proved to be a 
most rewarding extension of preventive medicine. The value of these pro- 
cedures was demonstrated by physicians at the beginning of the century. At 
that time maternal and infant mortality rates were very high and pre-natal 
and child health care were luxuries enjoyed only by the relatively few. It was 
perfectly apparent that a major public effort would be required if these benefits 
were to be extended in a way which would substantially reduce the death 
rates. The health officer stepped in and organized clinics, with results which 
are known to all of you. 


No doubt there were many and vigorous protests from practising phy- 
sicians who regarded this development as an invasion of their field of practice. 
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But as events turned out, both the public and the physicians gained greatly 
from the program. The work done in the clinics was unquestionably of great 
value to mothers and children, but possibly of even greater importance was 
the health education which accompanied the program. This was so effective 
that nowadays there is a widespread acceptance of the idea that this type of 
care is right and proper, with the result that many more people now seek this 
advice from their physician than ever before. 

There is another example which might be cited because it presents slightly 
different considerations. In the federal service at Ottawa we are developing 
a civil service health program under the able guidance of Dr. Ratz. Briefly, 
his task is to appraise the health status of federal employees at their jobs and, 
using epidemiological methods, determine major causes of illness and absentee- 
ism. On the basis of this information the medical and nursing staff of the 
division apply such correctives as are possible. This includes the operation 
of a very well patronized service of personal health counselling. Whenever 
any evidence of illness or disability is found, the employee is at once referred 
to his personal physician for treatment. 

We believe that this is sound preventive medicine. But we also recognize 
that ideally much of this work should be done by practising physicians. 
Maybe the day will come when the educational effort we are putting into this 
scheme will induce our employees to seek the advice of their own physician 
more often, rather than come to our nurse counsellors. And maybe the day 
will come when physicians will have time to deal adequately with these 
worried and disturbed people. We have plenty of evidence, however, that 
under present conditions this service has real value, and you would find that 
the physicians of Ottawa support what we are doing. We are strengthening 
their position in the community, not weakening it. 

The operation of public health laboratory services by each of the pro- 
vincial health departments, supported by the Laboratory of Hygiene —t 
Ottawa, is a good example of direct support from health departments to prac- 
tising physicians. Originally, as you all know, they were designed to assist 
physicians and health officers in the control of communicable disease. But 
you also know that there is not a provincial laboratory service in the country 
which is not broadening its activities to assist physicians and hospitals. Good 
use is being made of national health grants to further this movement. __Inter- 
esting experiments in the integration of public health and hospitai laboratories 
are under way in the United States. Let us hope we have the vision and 
courage to do a thorough job in Canada. 

Surely the conclusion to be drawn from these examples of past and present 
experience is that health officers and personal physicians have duties to perform 
which are complementary and not competitive. They are a team with a 
common objective. 

The health officer will always have the time-honoured responsibility for 
environmental sanitation, safe water and milk, and so forth. He also has the 
exacting duty of keeping track of the principal causes of illness and death and 
on the basis of this information proposing measures for their control. In some 
instances these measures will fit entirely within the scope of normal health 
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department function, but in many others they will require the co-operation of 
physicians. In this way the scope of preventive medicine will be broadened. 
In the long run it will remain for the physicians to determine the part they 
will play. 

In looking to the future we must reckon with an ageing population. The 
principal causes of death are cardio-vascular-renal diseases, cancer, and acci- 
dents. Thanks to the general improvement of our standard of living and to 
the marvellous effectiveness of modern chemotherapy and antibiotics, in- 
fectious diseases have fallen to a low place among the killers. But we no 
longer think only in terms of mortality. The modern concept which is em- 
bodied in the charter of the World Health Organization, defines health in 
positive terms and not just as freedom from disease. 

We know that mental disability and the so-called minor illnesses are 
causing a tremendous amount of ill health and misery. The terms “mental 
health’, ‘‘psychosomatic medicine’, ‘‘social medicine’, and ‘‘geriatrics’’ are 
heard with increasing frequency and are an indication of current trends of 
thinking about health problems. 

Unfortunately we are not well served with information on the amount and 
kinds of minor illness. It was for this reason that a country-wide sickness 
survey was organized and started last winter with support from the National 
Health Grants. We have high hopes that it will provide information of value 
in planning new schemes for a further expansion of preventive medicine. If 
past experience is any guide, we can be absolutely certain that family phy- 
sicians will again be called on to play a leading part. 

The term family physician is used deliberately to describe the doctor who 
looks after families; who knows individuals as members of families and can 
assess them in relation to their environment and economic background. He 
is the truly personal physician and possibly the most important member of 
the whole practitioner group so far as preventive medicine is concerned. He 
is the one above all others who can apply in everyday practice the newly 
emerging concepts regarding mental health. He is best able to assess the 
‘psychosomatic content” of an illness. Psychiatry, psychology, and other 
disciplines are not to be regarded as specialities to be practised only by 
specialists. The specialists have their important contribution to make, but 
the fact remains that the fundamental principles of these disciplines must 
permeate all medicine and be available to the family physician if they are to 
achieve their maximum effectiveness because a very large part of our popu- 
lation must rely on their family doctor. 

It is interesting at this point to study some passages in the preface to the 
late Dr. FitzGerald’s textbook on the ‘Practice of Preventive Medicine.” 


He wrote, ‘““The time has arrived, however, when in much larger measure, 
physicians in general practice must become integral factors in the public health 
program.’ Speaking of the supervision of the general health of individuals 
in the community he said this: ‘For this task no one is so well qualified as the 
physician in general practice. He can not only take a place, perhaps on a 
part-time basis, in the organized and official public health work, but what is 
more important he can and will become the supervisor of public health of the 
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individual family.”’ He said that the purpose of his textbook was “‘to outline 
some of the work of the physician who is to function on the preventive as well 
as the curative side of medicine. ...’’ Surely his message is clear enough. 
It was written in 1922, the vear that Banting and Best announced the discovery 
of Insulin. 


FitzGerald was a great public health leader. If he were alive today, he 


would be quick to note the advances which have been made toward the ob- 
jective he had in mind when he wrote that preface nearly thirty years ago. 
The record of the parallel development of our two groups contains valu- 
able lessons to help us in the future. While the practising physician has his 
traditional jobs to do and the health officer his, nevertheless it is quite evident 
that preventive medicine is advanced most effectively when the two collabo- 
rate. Differences and misunderstandings have proved to be relatively unim- 
portant. Wedraw from a common pool of scientific knowledge to which each 
has contributed; and most important of all we have a great common ob- 
jective—the raising of the general standard of health of our fellow citizens. 
The story is an inspiring one, and we can convey to our colleagues of the 
Canadian Medical Association, through their president-elect, an assurance of 


our esteem and our confident hope that we may continue the stimulating and 
profitable co-operation which has marked our relationships in the past. 








Some Aspects of Lost-Time Morbidity Statistics 
in Industry 


A. H. SELLERS, B.A., M.D., D.P.H. 
Medical Statistician 
Department of Health for Ontario 
Toronto 


HE procurement and utilization of statistics on disease and injury causing 
loss of time from work concern the worxers and management alike because 
of the effect which morbidity has on productiveness, wages, and profits. 

In procuring adequate morbidity data for industry, a significant obstacle 
is frequently created by the attempt to secure too much detail. While it is 
desirable to secure data by occupation, department, etc., each item added to 
the primary record may interfere with the production of the essential facts. 
Continuing emphasis should be placed, therefore, on the importance of col- 
lecting simple statistics. 

Industry requires data on the numbers of absences and the amount of 
lost time by sex and age group with a simple division of these into disease and 
injury and a breakdown showing occupational absences in both categories, 
with appropriate rates or indices. Studies of repeat illnesses, occupational 
variations, and other aspects should generally be made the subject of special 
enquiry, because they multiply the time of recording and analysis beyond that 
required to produce the essentials and call for additional data on plant popu- 
lation. 

Lost-time morbidity statistics in industry are of two types—those simple 
data required for medical and administrative purposes; and specialized data 
requiring more intensive study, such as the analysis of morbidity by occupation 
and plant department. All morbidity statistics for industry should, of course, 
include a primary division by sex in all tabulations. 


Development of Plans for Ontario 


The requirements of industry for lost-time morbidity recording and 
statistics vary with the size of the plant and available equipment. The 
Division of Industrial Hygiene and the Division of Medical Statistics of the 
Department of Health for Ontario have collaborated in the development of 
three systems of recording and tabulation. The first of these plans involves 
the use of a marginally punched keysort card with manual tabulation, suitable 
for plants of modest size (Figure 1): The second plan is designed for use in 


Presented before the Vital and Health Statistics Section at the thirty-ninth annual 
meeting of the Canadian Public Health Association, held in Montreal May 28-31, 1951, in 
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province de Québec. 
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MARGINALLY PUNCHED Keysort Carp 


larger plants with mechanical tabulation equipment and for this purpose a 
dual-purpose punch card has been developed (Figure 2). A third scheme has 
been developed for small plants utilizing a 5 X 8 card for recording all the 
absences of each individual during the year. A Manual of Procedure covering 


the dual-purpose punch card method has been completed; other brochures are 
in preparation. 
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Figure 2 
Dvuat-PurposE Puncu Carp 


Definition of Terms 


The words illness, sickness, disease, and morbid condition, are frequently 
used in the literature as if they were synonymous; at other times they are 
assigned specific individual meaning. Since it is desirable to divide lost-time 
morbidity into four broad class divisions—non-occupational sickness, occu- 
pational sickness, non-occupational accident, and occupational accident, and 
since the terms ‘‘sickness’’ and ‘‘accident’’, as distinct from ‘‘disease’’ and 


‘injury’’, are not in reality synonymous, it has been found desirable to define 
these terms (Appendix A). 
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Morbidity Indices 


Four morbidity indices are recommended in the preparation of statistical 
summaries of lost-time morbidity in industry. These are: 
I. Frequency rate—the annual number of absences per 100 employees. 
II. Disability rate—the annual number of days lost per employee. 
III. Severity rate—the average number of days lost per absence. 
IV. Non-effective rate—the average daily percentage of workers dis- 
abled. 





An objectionable feature in two of these indices is the use of the words 
‘disability’ and ‘“‘disabled’’, which are not truly applicable to the great bulk 
of lost-time morbidity in industry. These words have been retained simply 
because they are in common use. 


Morbidity Classification in Industry 


At the International Conferences which resulted in the development of 
the new International Statistical Classification of Diseases, Injuries, and 
Causes of Death, attention was directed to the need for short lists of causes to 
meet special requirements and this subject was designated for further study. 
The needs of industry vary with the size of the plant. There is little point in 
preparing statistics for a plant of 500 employees according to the detailed 
International Statistical Classification. The work involved in coding and 
tabulating such data far exceeds any use which can be made of them. 

Pending the development of an approved short international list which 
might be suitable for use in industry, the Division of Industrial Hygiene and 
the Division of Medical Statistics of the Department of Health for Ontario 
have prepared a short list of 72 items, a list of 18 ‘‘diagnosis groups”’, and a list 
of 7 “condensed diagnosis groups’’. These lists of causes and cause-groups 
are presently being used in the preparation of some Ontario data. 


Analysis of Some Data 


In utilizing morbidity data in industry the most important conditioning 
factor is the availability of plant population statistics. Data on plant popu- 
lation by sex usually may be obtained without difficulty. Procurement of 
mean plant strengths by age, occupation, and department, however, are 
usually mot obtainable without special arrangement. This fact should be 
recognized at the outset. There is little use in recording and tabulating data 
by age, occupation, and department, unless comparable plant population 
figures can be secured for the computation of rates. 

Plant population statistics almost invariably will be the limiting element 
in the analysis of morbidity data in industry. It is important, therefore, not 
to require the recording of more information than can be effectively utilized. 

In the analysis of morbidity data, recognition should be given to the 
relative emphasis to be placed on the number of lost-time absences compared 
with days lost from work. The same time can be lost by one hundred men 
absent for one day as by ten men away an average of ten days. The former is 
the more important since it interferes more with plant operation. 
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Attention is often focussed on reducing the lost-time morbidity to a 
minimum and, in making comparisons between plants, attention has been 
drawn to low frequency and lost-time rates. Statistics direct attention to 
observed differences rather than to the reasons for those differences. A plant 
with a relatively low frequency and lost-time record might actually be doing 
a poorer job than one in which the morbidity rates are somewhat higher. 


Comparative Data for Two Plants 

While crude frequency, disability, severity, and non-effective rates, by 
sex, may be useful to an individual plant over a period in which there is little 
or no change in the plant population structure, the comparison of one plant 
with another requires a division of the data by age. This fact is not widely 
recognized by industrial physicians. Age variations in incidence of disease 
and injury are so great as to vitiate comparisons between plants which are 
made without recognition of differences in age structure. 

In making comparisons between plants, particularly those of fewer than 
500 workers, attention must also be paid to the chance variation in rates due 
to the small sizes of the samples. Standard errors should be computed wherever 
direct comparisons are made and such comparisons should be critically ex- 
amined before drawing conclusions from any observed differences. 

As an illustration of the value of uniform recording of lost-time morbidity, 
some data obtained in two Ontario plants during 1949 are presented. Each 


TABLE I 
Morsipity INDICES BY AGE AND SEX 
PLANTS A AND B—1949 














INDEX | INDEX II INDEX III INDEX IVT 
\nnual Number | Annual Number Average Number Average Dailv 
of Absences per | of Days Lost of Days Lost Percentage of 
hoe 100 Persons per Person per Absence Workers Disabled 
Grove [— , t aa tt = oe tae ee 
M F M F M F M F 
asain pee ; iiaeaae 
Plant A 
Under 25 112 174 10.1 6.9 9.1 1.0 t.0 2.8 
25-34 | 91 178 1.7 6.5 5.2 3.1 1.9 1.9 
35-44 39 Sl LS 1.3 4.6 5.4 | 0.7 1.7 
45 & over 63 lft | 5.2 ta 8.3 DS | 2.1 3.0 
Porat 70 ~=6|~—(152 1.6 5.9 6.6 3.9 1.8 2.4 
AGE Plant B 
| . paciieencan —_ = : 2 

Under 25 | 63 185 52 | 64 | 8.3 3.5 1.9 2.3 
25-34 40 176 2.8 9.2 v9 5.2 | 1.0 33 
35-44 29 121 2.9 18.4 10.0 15.2 1.0 6.7 
45 & over 60 130 9.6 4.0 15.9 3.0 3.5 1.4 
TOTAL 46 173 4.9 | 8.1 10.6 1.7 1.7 2.9 








+Eaquivalent to lost time as a percentage of available time. 
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plant had the services of a part-time physician and a full-time nurse. A 
morbidity record was completed for each disease or injury of one working 
day's duration or longer, the marginal punch card being used. 

The two plants were of moderate size—350 and 500 workers. For both 
plants the Frequency Rate (Index I), Disability Rate (Index II), and Non- 
effective Rate (Index IV) are higher for women than for men, but the reverse 
is true for the Severity Rate (Index III), except in the 35-44 year age-group 
(Table 1). 

The age structure of the male workers in the two plants was approxi- 
mately the same and a comparison of the morbidity experience of the male 
employees in the two plants was made. If we assume that the male employees 
in plants A and B are drawn from the same general population, significant 
differences between the experiences of the male employees in the two plants 
may indicate differences between the plants. A word of caution is necessary. 
We do not know that the males at the two plants are drawn from the same 
population; there might be socio-economic or other differences between the 
two which alone are sufficient to produce significant differences in morbidity 
experience; secondly, the number of employees in each age-group is small, and 
the observations more apt to be questionable. 

The Frequency Rate (Index I) is significantly higher for males at all ages 
in Plant A than Plant B (Table II). An asterisk beside the rate indicates that 


TABLE II 
INDEX I 
ANNUAL NUMBER OF ABSENCES PER 100 MALES 








AGE Group | Plant A Plant B Difference 

Under 25 | 12 | 63 | +49* 
25-34 / on | 40 | +51" 
35-44 | 39 | 2 | +10 

45 & over 63 60 | + 3 
TOTAL 70 | 46 24* 


| | 
*Difference => 3 S.E. diff. 


a difference as great as that observed would be likely to occur by chance alone 
only once in 100 times. Most of the crude observed difference is due to the 
higher indices at Plant A for males under 34 vears of age. In these two age- 
groups the rates are almost twice as high in Plant A. Since the difference is 
statistically significant, it is almost certainly not due to chance, and further 
study should be made to determine the reasons for these differences. 

Though there is little difference between the Non-effective Rates (Index IV) 
for males at all ages at the two plants, the Non-Effective Rates are significantly 
higher in the two younger age-groups, and significantly lower in the two older 
age-groups, in Plant A (Table III). These differences are statistically signifi- 
cant. This table illustrates the fact that important variations in age-specific 
rates may not be apparent in the rate for all ages. 
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FABLE III 


INDEX IV 
AVERAGE DAILY PERCENTAGE OF WORKERS DISABLED 





Ace Group | Plant A Plant B Difference 
Under 25 4.0 1.9 + 2.1* 
25-34 1.9 1.0 + 0.9* 
35-44 0.7 1.0 — 0.3* 
45 & over 2.1 | 3.5 — 1.4* 
TOTAL 1.8 1.7 0.1 


*Difference > 3 S.E. diff. 


Employees absent four or more times accounted for about 29 per cent of 
the absences and 18 per cent of the days lost at Plant A, but only about 
5 per cent of the absences and days lost at Plant B (Table IV). The dif- 
ference in the proportion of absences in this group is significant; the difference 
in the number of days lost, while not significant, is quite large. 


TABLE IV 


REPEAT ILLNESSES 
PERCENTAGE DISTRIBUTION OF CASES AND Days Lost 














Plant A | Plant B Difference 
Times ILL i a ee 
Cases 
1 10.2 52.4 — 12.2 
2 27.4 32.2 —- 48 
3 2.9 10.7 —- 7.8 
4 or more 29.5 4.7 + 24.8* 
TOTAL 100.0 100.0 
Times ILL Days 
1 38.4 50.7 — 12.3 
2 41.7 26.4 + 15.3 
3 2.1 17.6 — 15.5* 
4 or more 17.8 5.3 + 12.5 
TOTAL | 100.0 100.0 


*Difference = 3 S.E. diff. 


Single-day absences contributed about 43 per cent of the absences in 
Plant A and only 21 per cent in Plant B (Table V). This difference is signifi- 
cant. Absences lasting seven days or more comprised 19 per cent of the 
absences in Plant A and about 42 per cent in Plant B. This difference is also 
significant. 


COMMENT 


The performance of this sort of comparison of the morbidity data between 
two plants serves to indicate which differences are worthy of further investi- 
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TABLE V 


DURATION OF ILLNESS 
PERCENTAGE DISTRIBUTION OF CASES AND Days Lost 





a 














DURATION Plant A Plant B Difference 
OF ILLNEss Zea re 
(Days) Cases 
i _| a : 
1 $3.1 20.8 + 22.3* 
2-6 38.2 36.9 | + 13 
7 or more 18.7 42.3 — 23.6* 
Tora | 100.0 100.0 
DURATION Days 
1 | 6.5 2.0 + 45 
2-6 19.0 13.2 + 5.8 
7 or more 74.5 84.8 — 10.3 
TOTAL | 100.0 100.0 
*Difference = 3 S.E. diff. 
gation by the plant physician; it does not in itself explain any observed dif- 
ferences. The industrial physician at Plant B, for example, should be inter- 
ested in learning why such a high proportion of the absences lasted seven days 
; TABLE VI 


MorsBIDITy EXPERIENCE BY DIAGNOSIS GROUPS 
PERCENTAGE DISTRIBUTION OF CASES AND Days Lost 


7" ] l 
Plant A Plant B_ | Difference 





DraGnosis Group 

















Cases 
a a a le rad ‘ | , | a 
Common upper respiratory infections 32.4 | 29.9 — 7.5 
Other diseases of respiratory system 5.9 7.7 —- 18 
Diseases of digestive system 21.6 16.1 + 5.5 
Accidents, poisonings, and violence 10.8 20.2 — 9.4 
Other specified causes 24.4 13.7 | + 10.7* 
Symptoms and ill-detined conditions | 1.9 24 | + 25 
Tora 100.0 100.0 | 
DIAGNosis GRouP Days 
Common upper respiratory infections 13.3 17.0 — 3.7 
Other diseases of respiratory system 5.5 11.4 — 5.9* 
Diseases of digestive system 17.8 148 | + 3.0 
Accidents, poisonings, and violence 17.0 34.3 — 17.3 
Other specitied causes $4.6 21.8 + 22.8* 
Symptoms and ill-defined conditions | 18 | 0.7 + 1.1 
: 
$$] ——— ans ; 
TOTAL | 100.0 | 100.0 


*Difference = 3 S.E. diff. 
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or more, or why a higher proportion of the male lost-time disabilities were due 
to accidents and injuries (Table VI). Is the observed difference due to the 
fact that Plant B is engaged in a heavier type of work? does the accident- 
prevention program require strengthening? or is the difference simply due to 
variations within the age-groups contributing to the total rates and a higher 
average duration per case in Plant B? The answers to these questions call for 
further study. 

These observations illustrate how morbidity data in industry can be put 
to work; they serve to emphasize the importance of collecting basic population 
data by sex and age-group. Such comparisons may be carried as far as desired, 
within the limits of the volume of information tabulated. The introduction 
into a plant of a system of recording lost-time absences almost invariably 
presents certain difficulties peculiar to each individual situation, but these are 
seldom serious. Much can be learned by collecting some simple statistics and 
making further observations in the direction indicated by them! 


ACKNOWLEDGMENT 


Acknowledgment is made of the work of Mr. W. H. Bishop and Mr. W. B. Marr in the 
compilation of data and of the analysis made by Miss J. G. Sloman and Dr. R. B. Sutherland. 


APPENDIX A 
DEFINITION OF TERMS 


1. Absence Loss of time from work from any cause of morbidity for one full day 
or more. 

2. Disease Those causes of morbidity constituting the first 16 sections of the 
International Statistical Classification (code numbers 001 to 795). 

3. Injury A condition produced by an external cause such as violence, accident, 


poisoning, and effects of weather, included in section 17 of the Inter- 
national Statistical Classification (code numbers 800 to 999). 

4. Sickness Those causes of morbidity constituting the first 16 sections of the 
International Statistical Classification, plus non-accidental injuries, i.e. 
effects of poisons, weather, exposure and related conditions (code num- 
bers 001 to 795 and 960 to 989). 

5. Accident Those causes of morbidity constituting section 17 of the International 
Statistical Classification with the exception of effects of poisons, weath- 
er, exposure and related conditions (code numbers 800 to 959 plus 990 
to 999). 


6. Class This term refers to whether the cause of morbidity is occupational or 
non-occupational in origin. 
7. Class-Division A breakdown of industrial morbidity data under four headings— 


(1) Non-occupational Sickness, (2) Occupational Sickness, (3) Non- 
occupational Accident, (4) Occupational Accident. 
Occupational Occupational sickness is sickness resulting from a specific hazard or 
condition of the environment at the place of work. 
Occupational accident is a sudden, unforeseen event (accident) re- 
sulting in traumatic injury from mechanical, thermal or electrical 
causes occurring to a gainfully employed person while at work. 
9. Non-occupational Non-occupational sickness and accident is that sickness and accident 
which is not associated with an occupational hazard or harmful en- 
vironmental condition, or occurrence at place of work. 


P 








Letter from Great Britain 


The Medical Officer of Health 
in Great Britain (VI) 


THE NEGLECTED CHILD 


FRASER BROCKINGTON 


M.R.C.S.(Eng.) ; L-.R.C.P.(Lond.) ; D.P.H.; B.Chir., M.D.(Camb.) ; 
M.A.(Camb.) ; Barrister-at-Law 


Professor of Social and Preventive Medicine 
University of Manchester 
Manchester, England 


S's CE the origins of society in our remote past children have been born out 
of wedlock, and deprived of a natural family life by death or insanity. This 
did not constitute an urgent problem in the years when we were a predominantly 
agricultural land with cohesive self-supporting village communities. It was the 
change in our structure created by the industrial revolution, with its enormous 
increase in population, which gave rise to difficulties. The shift from country to 
town, and the increase in vagrancy which accompanied it, during the latter part 
of the 18th century completely swamped the Elizabethan Poor Law system based 
on parishes. Indeed, it was the situation of the children in our workhouses which 
gave rise to the demand for a reform of the Poor Law in the first part of the 
19th century. When Chadwick was secretary of the Royal Commission to enquire 
into the Poor Law, which reported in 1832, there were 50,000 children in the 
workhouses out of a population of only a quarter of our own today. The Com- 
missioners said in their report that the workhouse was a place in which the young 
were trained in idleness, ignorance and vice. 

The new Poor Law, to which the Act of 1834 gave rise, was a beneficent 
measure for its time; it was, for example, the first statute to enforce state edu- 
cation (for the pauper child) and the Poor Law schools preceded by nearly half 
a century the elementary schools for all children. The trouble with the Poor Law 
was that it outlived its day; what was benevolent in 1834 became almost male- 
volent a century later. The Poor Law was the natural receptacle for all our 
‘down and outs’, the illegitimate children, the paupers, the deserted, the orphans, 
the blind, deaf and dumb, epileptic and other handicapped children. This treat- 
ment, consistent with the views of the times in which it was born, gradually fell 
behind our growing ideas and was replaced twice by other measures designed 
to ameliorate the lot of different classes of individuals (mental defectives, deaf 
and blind). The Poor Law itself continued to operate until 1948, when all its 
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powers in relation to children deprived of a normal home life were transferred 
to the new children committee of the counties and county boroughs. Prior to this 
a good measure of reform was introduced by the Local Government Act, 1929 
(which created public assistance committees to replace the boards of guardians) 
and by the Poor Law Act, 1930 (which included one important feature, section 
52, the legal adoption of children by the authority). After 1929 many enlightened 
authorities began to introduce reform to abolish the barrack-like premises (so 
stigmatised later by the Curtis Committee) and to introduce grouped and scat- 
tered homes, but on the whole the new public assistance did not differ greatly 
from the old Poor Law; both lacked the inspiration of the growing sciences of 
medicine and education. The Poor Law really failed on ‘standards’. It was the 
growing pressure of public opinion fired with knowledge of what could be done, 
both socio-medically and educationally, that eventually broke down the adminis- 
trative barriers of a well entrenched service. Voluntary effort early became inter- 
ested in the homeless child; the foundling hospital began in London in 1740. A 
century later Lord Shaftesbury (who joined with Chadwick to reform the Poor 
Law) walked the slums, as he records in his diary, with Dr. Southwood Smith, 
and we find him poking under the hay and tarpaulins of Covent Garden with Dr. 
Barnardo. After Barnardo’s pioneering effort there was a steady growth of volun- 
tary children’s homes, so that the Minister of Health, Mr. Willink, was able in 
1943 to report that there were 212 charitable institutions registered as schools 
and Mr. Morrison, the Home Secretary, said that there were a further 828 
charitable institutions not acting as schools—a total of over 1,000. 

One of the worst evils of the industrial revolution was its treatment of the 
illegitimate child, and in the 1850's the mortality of these infants was little short 
of 100 per cent. Dr. Curgenven conducted a campaign to stir public opinion and 
when Mrs. Margaret Waters was hung in 1870 for baby farming, the first Infant 
Life Protection Act was passed in 1871. This required a notification to the Town 
Hall when any person took in two or more children under one year of age for 
more than 24 hours, and to inform the Coroner within 24 hours of any death; 
it was largely ignored. In 1896 a second baby farmer, Mrs. Dyer, was hung and 
a further Infant Life Protection Act, 1897, was passed. The great siep forward 
came with the Children Act, 1908, which provided for infant life protection 
visitors ; this was from the first mainly done by the new health visitors and par- 
ticularly so when in 1918 the Maternity and Child Welfare Act made infant life 
protection a function of the new maternity and child welfare committees. This 
was the first work of this character to come into the professional sphere of medi- 
cine—social medicine. Child Life Protection, which had its origins in the hazards 
of illegitimacy, was developed to cover all infants and children up to nine years 
who were fostered for gain by their parents. The administration of the service 
always presented, and still does, difficulties in finding cases and in the question 
of whether money or its equivalent in kind is passing. By the Children Act of 
1948 this work has been removed from the health departments and handed to 
the new children’s departments. The Maternity and Child Welfare Act of 1918 
gave health authorities power to make provision for the care of the unmarried 
mother and her child. Since then most of the health authorities pay particular 
attention to this problem; advising and guiding from early in pregnancy and 
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seeking to overcome the hazards to life and health by attention to all medical and 
social problems involved. This is true prevention, or social medicine, designed 
to build up a biological unit within the family instead of waiting to tackle the end 
products of disaster. 

The unwanted child can fall into undesirable hands by other means, as by 
the simple expedient of adoption, and be used, for example, for begging and 
stealing. In 1926 a great new legislative measure introduced a new risk; until 
the passage of the Adoption Act of 1926 it was impossible for a father voluntarily 
to deprive himself of his rights and responsibilities in respect of his children 
(the mother at common law has none except her entitlement to reverence and 
respect ). Legal adoption has since been possible, subject to certain rigid require- 
ments; for example, that the adopter must be resident in England and Wales 
and must be at least 25 years of age and 21 years older than the child. The con- 
sent of the parent or guardian or person having actual custody of the child must 
be obtained, together with a formal order of the court. This most proper and 
helpful measure has gone far to reduce the terrible handicap of illegitimacy and 
about 50 per cent of illegitimate babies are now adopted, thus creating a new 
family unit almost, if not wholly, as complete as the original biological unit. There 
are, however, accompanying risks and it is necessary to supervise closely the 
process of adoption to see that the adopters are good, sound, reliable persons 
likely to make a happy home and to ensure that the baby is likely to be normal 
and healthy. It is an equal disaster for good parents to adopt a baby who turns 
out to be, for example, a mental defective, as it is for a normal baby to find itself 
in the home of unhappy and selfish parents. The chief danger lies with the third 
party who seeks to arrange adoptions—this can become an evil equal to that of 
baby farming; to avoid it section 7 of the Adoption Act of 1939 said that every 
third party must give notice of his interest and action in any adoption; adoption 
societies have to be registered and can be inspected. 

In more recent times the difficulties facing the young child whose parents 
fall ill, or for some other temporary reason cannot look after him properly, has 
been met by the establishment of short-stay residential nurseries (Maternity and 
Child Welfare Act, 1918, re-enacted Public Health Act, 1936). The short-stay 
nursery fulfils an important need in the social medical service, relieving as it does 
the anxiety of the mother for her children whilst she is temporarily unable to 
care for them at home, due possibly to a further confinement, sudden attack of 
illness, or surgical emergency. Since these came to be from the first under skilled 
professional administration, they achieved standards of nursery care which were 
in sharp contrast with those in Poor Law institutions. The care of children in 
residential nurseries introduces problems for which medical knowledge is essen- 
tial. With frequent admissions and discharges these nurseries have a higher 
medical hazard. Particular care must be taken to guard against the introduction 
of infections with the new entrants. Frequent medical supervision of the children 
is required, especially for those under the age of two years. A proper diet must 
be given and most stringent hygienic measures constantly enforced to prevent 
the occurrence of epidemics, especially of the enteritis group. The choice and 
planning of the nursery itself, the provision of sufficient floor space per child, 
and the proper facilities of washing accommodation and lavatories, and the all- 
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important appointment of competent staff, should fall within the province of the 
Medical Officer of Health. The Children Act of 1948 has been sufficiently widely 
drawn to include these children, removed for temporary care, within the purview 
of the new Children Committees, although it is at least doubtful whether it is right 
to call such children ‘deprived of a normal home life’. 

Then finally we have the powers given to magistrates (substantially the law 
today re-enacted in the two Children and Young Persons Acts, 1933 and 1936, 
and the Children Act, 1948). The Children Act of 1908 has defined ‘cruelty’ 
widely and given to the magistrates powers to hand children who are the subject 
of cruel treatment to the custody of a ‘fit person’, i.e. a person or body able to 
care for the child. The Court can, in fact, do one of four things—(a) make an 
order requiring the parent to exercise proper care and guardianship; (b) place 
the child in the supervision of a probation officer; (c) send him to an approved 
school; or (d) hand him to the care of a ‘fit person’. The ‘fit person’ until 1948 
was usually the Education Committee of the Local Education Authority and is 
now generally the Children Committee. The approved school is the direct 
descendant of the ‘ragged school’ of the early 19th century, which became the 
industrial school or reformatory which the Youthful Offenders Act (1854) first 
recognised officially as a place to which children under 16 years of age might be 
sent in place of imprisonment or penal servitude. These schools, like much else, 
have undergone change and improvement, which has tended to lessen the penal 
aspect and introduce the new outlook which can come from modern studies of 
the mind. Since the child in an approved school is generally maladjusted and his 
reformation lies mainly in skilful and sympathetic handling by specially trained 
teachers, many people regard as anachronistic that responsibility (for both volun- 
tary and authority approved schools) should continue with the Home Office— 
a penal institution; these schools and remand homes (where juveniles can be 
kept for short periods pending trial), to which the same principles apply, should 
be integrated with the school system under education authorities. 

In these and other ways there has been a steady growth of machinery to 
deal with the neglected child. What is the philosophy behind this elaborate 
machinery? What are the modern views about the care of deprived children? 
Briefly, that every child who has been deprived of a natural home, whether by 
death or insanity of the parents, or as the result of desertion or neglect or because 
the magistrates have ordered removal on account of anti-social beliaviour, should 
be provided with a substitute home suitable to its character and attainments. 
This turns upon psychological issues in the main. Every child requires love and 
security and the feeling that those about him care. Many doubt whether this 
desirable state can be secured outside the normal home with father, mother and 
relatives. Even the child who is away at boarding school or in hospital has a 
normal family background to his life. It is the severing of the mental thread of 
connection with his parents rather than the parting of the physical one which 
determines the state of the child’s mind. It rarely happens that any one or two 
other persons can replace the parents. The young baby can be adopted into a 
family and come to be absorbed completely but after six months or a year this 
assimilation becomes increasingly difficult. The term ‘substitute home’ is to this 
extent a contradiction in terms. The best substitute according to the Curtis Com- 








414 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 42 


mittee is the foster home. That this should have been their considered opinion 
will strike some as strange, since the committee was set up largely in consequence 
of the death of Denis O’Neill in a foster home. The foster home must be carefully 
selected and the foster child carefully matched against his environment. One of 
the difficulties in this administrative task is the maladjustment of so many pros- 
pective foster children. Few children endure life in a problem family and reach 
the stage of dissolution of the family, from the will of the magistrates or the 
action of the authorities, without their psyches being bruised. Their loss of secur- 
ity leads them to take it out of life in other ways, and foster parents may have 
unusual difficulties to encounter : persistent and distressing enuresis; destruction ; 
bullying. Another difficulty is that a large number of such children are education- 
ally subnormal or backward; where this is the case, they have little alternative 
security in their school background. In the West Riding there are 722 children 
fostered by the authority and 1,022 in children’s homes. Of those in children’s 
homes, as an example, approximately 50 to 60 are educationally subnormal. A 
still further difficulty is the relationship of the foster child with the natural issue 
of the foster parents; it is almost beyond human powers to accord identical treat- 
ment to the natural and the foster child. The foster home 
that it is the solution of all our ills. 

Despite the Curtis Committee, we are quickly back upon the children’s home 
as the only possible substitute home. Authoritative opinion demands for this the 
small family group not larger than 12 in number, with a foster mother and father 
and a gradation of children from the baby to the adolescent. Such a family group 
may be placed in separate units at different points (the scattered home) or in 
10 or 12 units together (the grouped home). This, too, has its problems; one 
arises from the fact that the local schools may have to accommodate an undue 
proportion of homeless children, a problem which can be most serious in the case 
of a large children’s home situated in the country, particularly since such homes 
often contain a high proportion of educational subnormal and backward. The 
provision of modern homes is slow and there are still many deprived children 
housed in the barrack-like premises of the old Poor Law. One of the evils of the 
children’s home system has been the splitting up of the family, which it so often 
entails. Here are the details of one family which I studied in Warwickshire: 

Five children, aged 12, 8, 7, 6, and 3, each in a different children’s home. 

Father dead; mother and children bombed’ out of London. Evacuated to 

Peterborough under the evacuation scheme, where found too dirty for billet- 

ing, the family transferred in September, 1942, to Warwickshire as mother’s 

place of origin. The mother has since been discharged and is out at domestic 
work but cannot earn enough to establish and maintain a home. 
Another of the evils which so easily creeps into the system is the mixing of the 
more or less normal child with the severely handicapped, with the delinquent, and 
with the educationally subnormal. 





yes ; but don’t imagine 


There is a growing belief that the law protecting children is in one respect 
out of date, as it makes insufficient provision for dealing with the whole family 
as a unit; we can see now more clearly than in the past that the break-up of the 
family introduces its own difficulties and must be strenuously combated. Our 
laws have been framed under the belief that a child needing care and protection 
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must be removed from its natural family and placed in entirely different sur- 
roundings ; section 52 of the Poor Law Act, 1930 (re-enacted in section 2 of the 
Children Act, 1948) gives power for legal adoption by the authority, and section 
61 of the Children and Young Persons Act, 1933, gives power to remove to care 
and protection. The present system has the merit that it gives control to, and 
vests parentage in, authorities for so long, up to 18 years of age, as is necessary 
to secure the desired end for the welfare of the children; and when the home 
conditions are remedied the process can be reversed. But it overlooks the fact 
that the disease is a family concern and cannot be cured by forceful disruption. 
To enable a neglected child to be treated as part of a family, petty sessional courts 
must have power to place the family on probation and under the legal guardian- 
ship of the health authority ; this expedient could be applied both‘for types where 
the child is now removed from its parents and for other problem families which 
present the same symptoms in a less aggravated form; a system of family pro- 
bation offers scope for immediate action and might in many cases be the means 
of avoiding drastic courses of obtaining a ‘care and protection’ order or adoption 
by children’s committees under section 2 of the Children Act, 1948. 

A further measure requires careful consideration—the removal of the family 
as a unit to care and protection in a controlled house where more detailed super- 
vision could be given by the health authority, including teaching of family man- 
agement by a trained social worker; this might give surprisingly good results. 
The law would have to be amended to make this wholly effective, as authorities 
could often carry out such a step successfully only where an order of the court 
enabled them to enforce removal. The existing scarcity of houses would be an 
immediate difficulty, as would the fact that such houses might come to be re- 
garded as “homes of correction’’; yet this course might be justified by the great 
need to take all possible steps to reconstitute the natural family home and so 
prevent homelessness. This measure (no more drastic than existing powers to 
remove children from their parents) would be used only in the last resort. Allied 
to this is the practice of eviction for non-payment of rent and for misuse of 
property. A much closer understanding with housing authorities (and with 
private owners) to prevent indiscriminate eviction of families without full con- 
sultation with the rehabilitation authority is also essential to success. There will 
be a recurring danger of interference with successful rehabilitation unless some 
agreement on the problem of eviction is reached. 

Thus, the study of child neglect has been growing steadily in importance in 
Britain for some years and the new understanding of its significance (especially 
to the Welfare state) is one of the most encouraging evidences of progress to- 
wards a healthy community. After a long, piecemeal growth of interest there has 
been a sudden concentration of responsibility by the Children Act, which we must 
examine critically. The break-up of the Poor Law and its replacement, in the 
case of its obligations towards the neglected child, by the new machinery of the 
Children Act has in the space of three years produced many improvements. Chil- 
dren committees have striven towards the ideals of the Curtis Report in creating 
among much else new children’s homes and reception centres (to date 9 reception 
centres have been established) and the Central Council for Training in Child 
Care has sought to provide trained staff. This makes the Sixth Report on the 
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work of the Children’s Department (H.M. Stationery Office, 1951) of excep- 
tional interest. We learn that out of a total of about 55,000 children in the care 
of local authorities approximately 19,000 are boarded out and 30,000 in children’s 
homes. There are a further 29,000 in the care of voluntary organisations, of 
whom 25,000 are in children’s homes and 3,500 are boarded out. To this should 
be added 35,000 children subject to Child Life Protection (including 25,000 in 
independent schools and 7,500 in private foster homes). The total of deprived 
children is, therefore, approximately 120,000. Roughly 14,000 boys and girls 
had been committed to the care of the local authority as a ‘fit person’. The per- 
centage of children who are boarded out has risen slightly since 1946 (from 29 
to 35 per cent). The family group home of not more than 12 children (usually 
in an ordinary house in an ordinary street), so strongly advocated by the Curtis 
Committee, has made a little progress with the opening of 41 new units; the 
grouped homes, consisting of groups of cottages each with 10 to 20 children in 
the care of a house-mother (a somewhat less preferable method because “it 
creates in the aggregate a large community of children in care, who are too numer- 
ous to be absorbed readily in the ordinary life of the neighbourhood”) does not 
appear to have been extended. We are, indeed, little nearer the ideal of the small 
family unit in group or scattered homes, so much so that students leaving train- 
ing courses are often disappointed to find themselves at work in barrack-like 
institutions of the old Poor Law type. The difficulties of building are likely to 
impede our activities for many years. The numbers of staff trained through the 
training courses of the Central Council for Training in Child Care (established 
in 1948), although no doubt valuable additions, cannot be regarded as very great 
in relation to the total numbers employed; for example, “355 students (300 
women and 55 men) have been awarded the Council’s certificate for the resi- 
dential care of children” (as house-mothers and house-fathers) and again ‘216 
students (211 women and 5 men) have qualified for the Council’s certificate in 
child care” (as boarding-out officers). 

The disintegration of the family involves problems of adoption, the fostering 
of children for gain, boarding out, children’s homes, residential nurseries—both 
short-stay and long-stay, remand homes, and approved schools. The children 
involved may be the result of the illegitimate birth, the destitute and abandoned, 
those taken to care and protection either by the authority acting on its own 
initiative or at the order of magistrates, the delinquent child, children whose 
parents pay others to care for them, and children who need to be removed tem- 
porarily owing to illness or other adverse circumstances at home. The integration 
of the many and varying aspects of one important subject under the Children 
Officer has been a wise step, but the separation from the health department is a 
grave disadvantage. Community health can be achieved only upon the basis of 
the happy family; both environmental and personal hygiene have this object at 
heart and most of the services of the health department are, therefore, concerned 
ultimately with this one object. It is in this respect that the Children Act has 
failed most signally. The Home Office report emphasises the ‘overlapping and 
division of effort among different government departments and different com- 
mittees of the local authorities” which existed before the Act came into operation 


and by inference it suggests that unity has now been produced, including all the 
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problems relating to the deprived child. In fact, the disunity is as great today 
as it was before the Act, for the real unification must be of the problems which 
lead to children being deprived of a normal home life with all other health matters 
relating to the integrity of the family; what we have today is a unity of end 
results. The work of the Children Act should be re-integrated with the rest of 
community health matters. The children officer, who has so much to offer in 
ensuring an individual concern for the details of each child, should be retained 
but she should work on the staff of the Medical Officer of Health. 

This short letter can do little to emphasise the many disadvantages which 
can arise from the separation of the work of the children department from that 
of the health department. It can be seen clearly in its conflict with health visiting. 
The present arrangement of children’s departments whereby special boarding- 
out officers are used for visiting boarded-out and foster children has many dis- 
advantages. In theory this is intended to give more thoughtful consideration for 
the educational aspects of child development than is considered to be possible 
from the use of health visitors; in fact, this special visitation creates an illusion 
of something different just when it is our most earnest desire to present the 
Opposite picture to the unfortunate child who has lost its own home. The visiting 
of children in foster homes, boarded-out children, the selection of suitable homes, 
visiting and examination of adopted children and those placed with a view to 
adoption, would best be done by the normal staff of the health department under 
the immediate direction of the children officer. It is towards this end that the 
more thorough training of health visitors at university level, which | have advo- 
cated elsewhere, has been aimed. The one-year Leeds University course for 
health visitor students under the able direction of Professor Davies goes far to 
equip students for this work. 

The disunity which the Children Act has produced within the field of social 
medicine can also be seen very plainly in our present approach to the problem 
family. The Home Office report has a chapter on the subject of children neglected 
or ill-treated in their own homes. This gives the impression that the solution of 
the problem family, if indeed one can be found, lies within the ambit of the 
children officer and the children committee. How far this impression has already 
gone can be seen from the action taken under the recent Joint Circular 157/50 
(Home Office), 78/50 (Ministry of Health), 225/50 (Ministry of Education), 
which was addressed to County and County Borough Councils asking for an 
officer to be designated who could be responsible for the co-ordination of the 
work relating to the child neglected in its own home. We learn “about half of the 
officers designated so far are children officers; most of the others are Clerks of 
Councils or Medical Officers of Health, while some others have selected the Chief 
Education Officer’. This increased interest in the child neglected in its own 
home, which has arisen from public agitation leading to a debate in parliament, 
is a refreshing illustration of the steady growth of appreciation of the matters of 
prevention rather than of cure. A child neglected away from its home has at one 
time been a child neglected in its own home. There may be as many as 300,000 
children living in unsatisfactory conditions in problem families, compared with 
the total of 55,255 “in the care of local authorities on the 30th November, 1949”. 


The problem family (of which a brief description is quoted in the appendix) 
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is one of the great social diseases of modern times; it has far-reaching reper- 
cussions, not only in its production of the deprived child but in its creation of 
many other disorders in the community health. The problem family equals in its 
importance to community health today the high infant mortality of one hundred 
years ago; but, whereas the remedy of the conditions that led to the high infant 
mortality has followed: well-accepted lines of practical application of medical 
knowledge in the preventive field, the eradication of the problem family presents 
such a complex of features that we are unable to see vet how to tackle it. It may 
require many years of painstaking public health work, including research, to 
find an adequate solution. In 1948 the West Riding collaborated in an experiment 
by the Eugenics Society to determine how best to find out the existence of the 
problem family. This pilot investigation, here as elsewhere, showed that the 
health visitor is the best and most reliable source of information; with a suitable 
backing and further training she will be able in the future to ascertain all such 
families in her area. A solution of this problem can only be found by painstaking 
ascertainment and rehabilitation by an authority that can bring to bear a full 
range of preventive weapons. Ascertainment must be early and be done by those 
members of the health department such as the health visitor, who can, in col- 
laboration with the family doctor, in the ordinary course of visiting to advise on 
the infant and school child, make an early assessment. It should be our object 
to instil into all health staffs the need to make an early diagnosis and give them 
a flair for detecting these unfortunate families in an early stage. Rehabilitation 
will entail the use of such important members of the health team as the sanitary 
inspector, the school medical officer, the home nurse, home help, mental health 
social worker and, of course, the health visitor. This is work of the first impor- 
tance for all health departments. We cannot accept the illusion presented by the 
Home Office report that the work falls within the ambit of the Home Office. 

How far we now are from a general recognition of these fundamental prin- 
ciples can be seen from the reaction of the Ministry of Health to recent proposals 
by the West Riding County Council. In 1947, with the commencement of the 
scheme for Divisional Administration of the Preventive Medical Services, the 
Divisional Medical Officer was given the duty “To maintain a register in accord- 
ance with any County Schemes for problem families and operate any arrange- 
ments for rehabilitation, with a view to protecting the children in such families 
and maintaining the family as an effective unit’. This was the first practical step 
to be taken in what amounts to a combined operation in social medicine to deal 
with a subject of grave importance to the health of the county. One result has 
been a steady ascertainment of problem families throughout the whole county 
under the general supervision of a senior and experienced county health visitor, 
who has seen each family before a final diagnosis has been made. To date there 
have been at least 700 possible families ascertained. Each problem family is a 
separate problem in social medicine and where appropriate the family is the sub- 
ject of case conference of all interested parties. Health visitors, sanitary in- 
spectors, and other workers in the health field have shown a growing interest 
in this work and much good and unspectacular rehabilitation has already been 
effected. 


During the past four years the members of the Public Health Committee in 


| 








Oct. 1951 LETTER FROM GREAT BRITAIN 419 


the West Riding have come to accept the fact that it is a right and proper function 
of health departments to try to prevent the deterioration of the problem family 
to the point at which it has to be broken up, with all the consequences in human 
unhappiness and cost to the tax-payers which this entails. They now know that 
our children’s homes and foster homes are full of children who need never have 
been removed from their parents if an effective scheme for the rehabilitation of 
the problem family had been in operation to detect and prevent deterioration at 
a sufficiently early stage. As a measure of the interest of tne Health Committee 
in the work of the health department in problem family rehabilitation, the 
Divisional Medical Officer has been designated as the officer responsible for the 
co-ordination of the work to prevent the neglect of the child in its own home 
(as recommended in the Joint Circular 157/50 (Home Office), 78/50 ( Ministry 
of Health), 225/50 (Ministry of Education). Much can be done in this field 
by existing health staffs imbued with the right ideas and ideals, but for success 
in its fullest sense in a task of such complexity we need new and special weapons. 
What is the precise form that these weapons should take is not yet clear. From 
the work of Miss Abraham at the Brentwood Recuperative Centre, Marple, 
Cheshire (see appendix), one such is the combination of a convalescent and 
instruction centre for the mother together with her young children. Another 
form of attack is through the specially trained social worker (as developed by 
the Family Service Units—see appendix) who can combine teaching with prac- 
tical measures for household reconstruction. The Council resolved (in early 
1951) to apply to the Minister of Health for an amendment of the schemes under 
Part III of the National Health Service Act to include a reference to the rehabili- 
tation of problem families; (1) to include under S.22 (Care of Mothers and 
Young Children) power to develop arrangements for the rehabilitation of prob- 
lem families by the use of accommodation in suitable recuperative centres ; 
and (2) to include under S.28 (Prevention of Illness, Care and After-Care) 
power to expand these arrangements to the rehabilitation of the problem family 
home and environment by the expenditure of money in cleaning, minimum equip- 
ment and reconditioning of the home before, during and after the family is at a 
recuperative centre, including the employment direct, or through a voluntary 
organisation, of officers with special experience in such work. In furtherance of 
the scheme the West Riding agreed to collaborate with the National Council for 
Social Service in the establishment of a recuperative centre by paying for six 
family places at an estimated cost of £3,500 per annum. 

Such a recuperative centre could treat 30 or 40 family groups during the 
year; these to be carefully selected as being capable of benefiting from the con- 
valescence and the sort of practical tuition which can lead to an appreciation of 
home making and parent-craft. During the time of the absence of such families 
the divisional health office would be empowered to spend money in the recon- 
stitution of the home so that when the family returned it could return to a better 
atmosphere and one in which it might be able to maintain the improved 
standards. Careful supervision would continue in the home, with the help of 
specially trained social workers where appropriate. It is not suggested that this 
is all that is required. It is certain that other new untried weapons will have to 
be used. Many cases would probably never be fully rehabilitated without removal 
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for a greater length of time from the home background; for these some half-way 
house, as already described, may have to be developed. 

There can be little doubt that we are at the beginning of a new chapter in 
our social services. Fifty years ago, when we began our personal approach to 
community problems, we tackled such obvious ills as infant mortality and 
maternal mortality. We evolved the health visitor, the midwife, the infant wel- 
fare centre. Over the same period we have evolved the district nurse, the pro- 
bation officer, the V.D. social worker, and many other special workers in the 
field of social medicine. Such a personal approach to the eradication of social 
evils is peculiarly British. All these new movements have had their champion 
to strive against ignorance and opposition, just as Dr. Curgenven fought for 
the child-life protection laws that would safeguard the illegitimate child by 
stopping the evil practice of baby farming, and Dr. Ballantyne fought for ante- 
natal care. That is what the problem family needs today—a champion to fight 
its battles and create a new social conscience. There have been enormous im- 
provements in child care. Can you take back your mind to the three years of 
fierce debate in parliament when it was proposed to reduce the hours of labour 
for children in factories from twelve to ten; when all the eloquence and oratory 
of Macaulay in 1846 failed to convince Parliament, and even he said that perhaps 
we hazarded too much in reducing from twelve to ten, we might start by reducing 
to eleven hours. We did finally hazard as much and ever since have striven to 
remedy all abuses in child care. No child today stands before the factory gate, 
ill-clad and ill-shod, in the half light of a cold winter’s morning. But it is not 
enough. We must hazard more yet. Three hundred thousand children live in such 
squalor in problem homes as might defy the descriptive powers of Dickens him- 
self. We must tackle this and quickly. It is urgent. Yet we should not be under 
any delusion about the difficulty of the problem. It is indeed evident that as each 
social evil is attacked and remedied, those evils that remain present greater 
difficulties. We tackled infant mortality by teaching in the home Florence 
Nightingale’s ideal of “household hygiene” when we followed her advice and 
made health visiting an honourable profession for a nurse, but there is no such 
easy remedy of the problem family. 

It is in these circumstances that we have received the following letter from 
the Ministry of Health in relation to our proposals: 

“IT am directed by the Minister of Health to say that he has given careful consideration 
to the question whether the rehabilitation of problem families might appropriately be re- 
garded as part of the arrangements of local health authorities under Sections 22 and 28 of 
the Act. The Minister appreciates that to some extent the scheme submitted by the Council 
would include the care of neglected or ill-treated children on which a circular to County and 
County Borough Councils was issued on the 3lst July last by the Home Office, and the 
Ministries of Education and Health, but it is possible for Authorities to proceed, as the 
Minister would wish, with measures in accordance with that Circular without recourse to 
their powers under Sections 22 and 28 of the National Health Service Act. In these circum- 
stances and in view of the limits which it has been necessary to set to National Health Ser- 


vice expenditure in present conditions, he regrets he cannot see his way to approve develop- 
ment of these two services in this direction.” 


The implication is that the Minister is prepared to continue the present vast 
expenditure upon the results of the problem family without making even a 


modest contribution towards prevention. This can, however, be no more than a 
temporary setback. 
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APPENDIX I 


WHAT IS A PROBLEM FAMILY? 


Charles Booth in his monumental work on the Life and Labour of the 
People in London (1891-1903), first talked about a submerged tenth. Since that 
time, in the first 30 years of this century, many social measures of a far-reaching 
character served to reduce the size of Booth’s submerged tenth; it began to 
dwindle under the influence of great new social services, and today it can be said 
no longer to exist. In its place a smaller but more refractory number remains— 
the Social Problem Family, the family that could not respond and never can 
respond to ordinary social services. The term was first officially used in 1929 by 
the Wood Report on Mental Deficiency. In 1933, E. J. Lidbetter, secretary of 
the Eugenics Society committee directing research, published ‘A Study of 
Heredity and the Social Problem Group’ (Arnold & Uo., London, 1933), and 
the following year the Brock Report on ‘Sterilisation’ again referred to the re- 
lationship of mental deficiency to the social problem group. The war came and 
the revelations of evacuation produced in 1943 ‘Our Towns: A Close-up’ (Oxford 
University Press). From this time the problem family can be said to have 
become a household word. Separate investigations of different aspects have 
appeared, such as ‘Intelligence and Infant Mortality in Problem Families’ by 
Savage (Brit. Med. J., 1946, i. 86) ; “The Social Problem Group: Poverty and 
Sub-Normality of Intelligence’ by Carodoc Jones (Canadian Bar Association, 
March, 1945). 

So now we have the term ‘problem family’. What does it signify? The prob- 
lem family does not yet permit of any precise definition. Three definitions are 
current—'Social defectiveness of such a degree that they require supervision and 
control for their own well-being and that of others’; ‘Families presenting an 
abnormal amount of sub-normal behaviour over prolonged periods with a marked 
tendency to backsliding’ ; ‘Those who for their own well-being and that of others 
require a substantially greater degree of supervision and help over long periods 
than is usually provided by existing services’. Each problem family presents a 
unique complex of features; no one family is like another excepting the common 
characteristic of not being able to raise themselves unaided from the state of 
filth and squalor to which they have fallen. Perhaps the summary from the pub- 
lication of results of the Experiment in Social Rehabilitation by the Pacifist 
Service Units in Stepney, Manchester and Liverpool, which was given in a 
Lancet leader (June, 1946), presents the average picture: 


“The family income is seldom higher than the allowance of a private soldier’s wife, and 
is often irregular through chronic ill-health of the bread-winner. Payments of all sorts are 
generally in arrears, but there is excessive expenditures on non-essentials such as alcohol, 
cinemas, and children’s pocket money. The family is badly housed, and uses the house badly; 
‘sinks and lavatories are choked, windows broken and woodwork used for fire’, and eviction 
notices and court orders are common but unheeded. Sleeping arrangements are congested, 
‘four to seven in a bed’, while ‘often rooms are left empty while the entire family huddles 
together in one room ‘or warmth’. The house is bare of minimum necessities, ‘kitchens are 
without even the traditional sofa and sideboard’; ‘bedroom furniture, even of the crudest 
kind, is exceptional and a cot or a pram a rarity’. The family live in great disorder; ‘one 
may visit at ten in the morning to find the entire household asleep’, or ‘sitting over the fire 
in the middle of the morning, the blind half drawn and the gas just guttering out the last 
of its pennyworth, children in the underwear they slept in’. School attendance is most 
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irregular; children arrive late, ill-clad, lousy, unwashed, and without breakfast; often they 
are mentally deficient or educationally backward. Parental handling of the children is ex- 
tremely faulty, leading to delinquency, disobedience, wildness, anxiety, frustration, physical 
and nervous exhaustion. There are no fixed meals at home, and filth abounds. About half 
the families lack one parent through death, war service, desertion, or separation. ‘Their 


obtuseness of mind and degenerate habits . . . gain for them their reputation of hopeless- 
ness’.”” 


There is also a moving description by Wofinden referring to families in 
Rotherham (Public Health, 1944, 75, 136): 


“Almost invariably it is a large family, some of the children being dull or feeble-minded. 
From their appearance they are strangers to soap and water, toothbrush and comb; the 
clothing is dirty and torn and the footgear absent or totally inadequate. Often they are 
verminous and have scabies and impetigo. Their nutrition is surprisingly average—doubtless 
partly due to extra-familial feeding in schools. The mother is frequently substandard mentally. 
The home, if indeed it can be described as such, has usually the most striking character- 
istics. Nauseating odours assail one’s nostrils on entry, and the source is usually located in 
some urine-sodden faecal-stained mattress in an upstairs room. There are no floor coverings, 
no decorations on the walls except perhaps the scribblings of the children and bizarre pat- 
terns formed by absent plaster. Furniture is of the most primitive, cooking utensils absent, 
facilities for sleeping hopeless—iron bedsteads furnished with fouled mattresses and no 
coverings. Upstairs there is flock everywhere, which the mother assures us has come out of 
a mattress which she has unpacked for cleansing. But the flock seems to stay there for weeks 
and the cleansed and repacked mattress never appears. The bathroom is obviously the least 
frequented room of the building. There are sometimes faecal accumulations on the floors 
upstairs, and tin baths containing several days’ accumulation of faeces and urine are not 
unknown. 

“The children, especially the older ones, often seem perfectly happy and contented, despite 
such a shocking environment. They will give a description of how a full-sized mid-day meal 


has been cooked and eaten in the house on the day of the visit, when the absence of cooking 
utensils gives the lie to their assertions.” 


I have with me the case-notes selected at random from an enquiry series 
which was undertaken in the West Riding of Yorkshire on behalf of a research 
committee of the Eugenics Society. This family has been reported upon by the 
health visitor of the area where the family lives, the headmaster of the school 
to which some of the children go, the sanitary inspector of the district, and the 
school attendance officer of the education department. Each reports the family 
as very bad. The health visitor says: 

“In this family there are 13 children and although the two eldest are now grown up 
and married conditions for the younger ones do not appear to improve. The mother seems 
to be a feckless body who hasn’t the faintest idea how to run a house at all and her standards 
of cleanliness, personal hygiene, etc., are negligible. The children all appear to be well nour- 


ished and their diet is probably fairly good but they are always very poorly clad and are 


often away from school because of lack of suitable footwear. Everywhere in the home are 
signs of squalor, dirt and neglect.” 


The headmaster says: 


“Large family. Ten or twelve children. Mother very deaf. Children exist under very 
low, dirty and neglected conditions. Mentality of parents appears to be low. Frequent 
occasions when children are sent to school in a dirty, unsavoury condition, sometimes not 


decently clad. Home conditions are bad. Children seen by a visitor to drink from saucepan 
lids, etc. N.S.P.C.C. know of this case.” 


The sanitary inspector says: 


“As a building this house complies with the Local Authority’s Building By-laws and is 
situated in a part of the district which should be one of the best parts. It is adjacent to the 
Council’s new housing estate. Unfortunately, the presence of people of this type is infectious 
and in time degrades the neighbourhood. The premises are filthy, as are the occupants, and 
their clothing, both bedding and personal. The most elementary forms of cleanliness and 
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decency are non-existent. There is practically no furniture and under no circumstances can 
it be called a home. 


“There are at least six children with the parents (some have left the parents to get 
married), all neglected, dirty and poorly clad. The provision of money in the form of chil- 
dren’s allowances has not brought about any improvement, neither has the serving of legal 
notices, threats of prosecution or prosecutions.” 


The inquiry officer says: 


“Persistent neglect of the bodily cleanliness of the children. Ragged clothes, usually 
totally unsuitable for the particular season of the year, and invariably inadequate. Very large 
family, with a high percentage mentally dull. Dirty household, sparsely furnished. Both 


parents mentally dull.” 

So there we have the answer to the question, what is a problem family? A 
definite, if ill-defined, entity, long in existence but unrecognised as a national 
concern until a few years ago. What harm can these families do to the national 
life? It must have been apparent during the description of this deplorable con- 
dition that the harm is great and far-reaching. To a large extent the harm cannot 
be measured. Nor is it possible here to dwell upon its: every aspect: the loss of 
young infants, backwardness, illiteracy, mental deficiency, illegitimacy, delin- 
quency, scabies and lice infestations; these and all their grave consequences I 
must leave to your imagination. What I do intend to dwell on is the connection 
between the problem families of England and that unhappy state which has been 
called homelessness. 

Attention has been further focused upon this fascinating problem in social 
medicine by the Curtis and Clyde Committees’ Reports. Dennis O'Neill, the 
foster child who died in the Shropshire farm, came from a problem family. Do we 
know that it was impossible to treat the O’Neill family as a unit? Why should 
we be satisfied that to remove Dennis was the only answer? Any enquiry into 
homeless children is incomplete without a study of the extent to which homeless- 
ness can be prevented, and it is mainly this aspect of the problem family about 
which I write. 

I am going to give you some figures. | make no excuse for this, for these 
are the figures of human lives. An analysis of the figures of the Curtis Committee 
shows that there were 124,900 children ‘deprived of a normal home life’ in 1946. 
Forty-four thousand of these fell outside the main problem (3,600 war orphans 
cared for by the Ministry of Pensions, 14,500 in special schools, 5,200 homeless 
refugees remaining from war-time evacuation, 7,500 in mental defective institu- 
tions, 10,700 children fostered for gain on behalf of their parents, and 2,400 
babies awaiting adoption). The main problem thus concerned 81,000 children, 
of whom 57,600 were destitute in the care of public assistance committees or in 
voluntary homes, and 23,400 delinquents and others removed to care and pro- 
tection by order of a court of magistrates. 

At the time when the Curtis Committee was sitting, an analysis was made 
of the reasons why children had been taken from their parents into the care of 
the local authorities of Warwick, Durham and Lindsey County Councils (Lancet, 
1946, 1, 933). The children were mostly in public assistance homes, together with 
a few boarded out. The enquiry related to one week in August, 1945. The net 
result of this enquiry was to show that about two-thirds had been taken from their 
parents either on an order from the magistrates or directly by the public assis- 
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tance authorities; only about one-third were there because of the death of their 
parents or because their parents had gone mad or deserted them. The two-thirds 
had been removed to care and protection for sloth or neglect, cruelty or immoral- 
ity of the parents, or because of destitution or lack of parental control. The two- 
thirds had indeed come mainly from problem families. This is a small-scale pilot 
survey ; it may or may not be generally applicable. It has indeed been corroborated 
by a subsequent survey in Rotherham. If we accept the findings as applicable 
for all England and Wales, then of the 81,000 Curtis Committee children as many 
as 50,000 would have come from problem homes. If true, it suggests that almost 
the whole apparatus for the prevention of child neglect exists to combat this fell 
community disease—the problem family. 

A rough estimate of problem families for England and Wales gives 80,000 
containing approximately 300,000 children. This is arrived at using the average 
incidence of Rotherham (3 per 1,000), Luton (2 per 1,000) and Herefordshire 
(1 per 1,000). If at least 50,000 children now being cared for by local authorities 
and voluntary bodies away from their parents come from problem homes, then 
they are about one-sixth of the total children living in comparable circumstances. 
Another 240,000 children must be in similar home conditions. This surely is a 
matter to which we should give serious attention. 


APPENDIX II 


NEW METHODS OF TREATMENT OF THE 
PROBLEM FAMILY 


The method of family case work has been undertaken by a voluntary organ- 
isation of Quakers, known as the Pacifist Service Units; this organisation has 
been working in Liverpool, Manchester and London and published results in 
a pamphlet called ‘Problem Families’. Briefly, a member of the organisation 
takes on a problem family, applies himself unstintingly and unremittingly to 
its rehabilitation as a whole-time job; to quote from “The Neglected Child and 
his Family’: 

“They went to families scrubbing brush in hand, and with the co-operation of the family 
they cleaned and disinfected the house, distempered the walls, mended the windows and 
furniture, or if the house was in an impossible state of disrepair they tried to find other 
accommodation and then helped with the removal of family possessions. 

“The P.S.U. worker visited as often as necessary, sometimes every day for a consider- 
able time. He or she helped with taking the children to school, with the shopping, with the 
daily housework and cooking and darning. Success depended, as in all case-work, on the 
relationship between the family and the worker, but because of the very close contact main- 
tained there was greater need than usual for tolerance and patience, greater need for mutual 
respect, for trust in the case-worker, and, on his part, emotional detachment.” 

Thus, material help preceded moral rehabilitation, but when we ask ourselves 
what is the value of this intensive case-work we have to admit that it has not yet 
been fully estimated. We do not know whether the families in which improvement 
has occurred will maintain the new status; we do not know what proportion will 
respond to this form of treatment. The Pacifist Service Units were dealing with 
the worst cases and it is not, therefore, wise to accept their estimate of only one 
in ten being permanently improved; this is almost certainly an under-estimate 
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and the average problem family should respond to much higher degree. The cost 
per family is reckoned by the Pacifist Service Units as £30, giving a total cost 
for the nation on this basis as a quarter of a million pounds, which would prob- 
ably recur annually. Anything less intensive than the work carried out by the 
Pacifist Service Units is not likely to achieve any success, and we have the 
opinion of the Medical Officer of Health of Norwich that the home adviser ap- 
pointed in that city and looking after as many as 57 families at a time, did not 
bring about any great permanent improvement. 

The other form of treatment is the holiday home, to which a mother and 
her child or children can be admitted, and which is educational without being 
obviously intended for that purpose. An example of this is a recuperative centre 
set up by the Community Council for Lancashire at Brentwood, a country house 
at Marple, nine miles from Manchester. This does not deal with the problem 
family exclusively but admits a certain number of such families on payment from 
local authorities. The system at Brentwood can be best described by quoting once 
again from “The Neglected Child and his Family’: 


“The system at Brentwood is simple, and the atmosphere informal. The mothers share 
in the housework and washing-up, but the cooking is done by a paid staff. Babies under one 
year old are cared for by the mother with the help of a State Registered Nurse, but the 
older children a:_ taken off the mother’s hands during the day and are looked after in the 
nursery school attached. A few of the children attend the local school. There is no formal 
instruction for the mothers, but they learn from what they see going on around them. The 
nurse will give advice on the care of the very young children, and the mothers are encouraged 
to visit the nursery school and see how the nursery-school teacher can keep children not only 
happy but ‘good’ without shrill words and sharp blows. There is a simple demonstration of 
cookery once a week for those who wish to attend, and many who have never cooked before 
in their lives have their interest aroused for the first time in this way. An illustration was 
given to one woman who appeared apathetic and indifferent to all the activities at Brentwood 
but whose interest was at last captured by the idea of cookery. She was to be found watching 
the cook at work, and before she left was making notes of recipes to try out at home. 

“At Brentwood it is taken for granted that every woman will have mending to do and 
the warden brings her work basket out once a week, and the company settles down to an 
evening of mending. By the quiet assumption that this is usual and not even unpleasant, many 
women who have never threaded a needle before learn to look after their own and the chil- 
dren’s clothes, and even to make new ones. It is also a new experience for some of the 
mothers to sit down to a meal at a table. Everyone feeds together, staff and residents, and 
the matron unobtrusively sees that those who are not used to a knife and fork come to her 
table at first, so that they can become familiar before sitting among other more sophisticated 
fellow guests. Not only the good food but pleasure at meals ‘turning up regular’ was some- 
thing remarked on by one mother to a member of the Committee who visited the Centre. 
Regularity in anything was clearly a novelty to her. 

“Once a week there is a social evening. Many of the games are of the musical chair 
variety, but they are the first games many of them have played since they were children 
themselves. Child-bearing and household drudgery beyond their powers to plan or to master 
have left no time in their lives for fun. This weekly party had an interesting effect. It en- 
couraged some of the somewhat drab mothers to tidy themselves up, to use make-up even— 
greatest triumph of all—it induced some to take out the curling pins which were perpetually 
worn, apparently against some great occasion which never arrived. These efforts on the 
part of the mothers are more than a step forward in personal hygiene, they are a step towards 
self-respect, and towards appreciating a social life where one is part of a community, mixing 
with others, giving pleasure to others, and getting one’s own share of amusement out of it. 
How starved many of these women’s lives had been of gaiety and simple fun is something 
which constantly forces itself on one’s notice. For many, life had become too much; there 
was no resilience left, no room for careless laughter. Brentwood gave a chance to revive that 
gaiety. As has been said, an attempt is made to deal at once with many aspects leading to a 
breakdown and the building up of health is an important beginning to general rehabilitation. 
Although no medical treatment is given at Brentwood, mothers are encouraged to go to 
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hospital and clinic if they need an overhaul. Many take the opportunity of having teeth or 
eyes attended—frequently this treatment has long been needed, and there has never been time 
to get it before. Those who do not require specific medical treatment benefit remarkably from 
the rest afforded. The Committee is convinced in listening to evidence that tue poor physique 
of many women is an important factor in their inability to meet their social obligations, and 
this restoration to health is of significance in any general scheme of treatment.” 

This experiment in its early stages certainly suggests one approach to the 
problem, but it is too early to say anything definite about its permanent value. 

In Holland steps have been taken of a much more drastic nature by segre- 
gating problem families in controlled houses, of which there are 100 or so in The 
Hague. This is scarcely a plan which is likely to appeal to the English mind until 
much more attention has been given to the method of case work and the holiday 
home. 


Readers of the JouRNAL will be interested to know that Dr. Brockington resigned his 
post as County Medical Officer for the West Riding of Yorkshire on August 15, to become 
Professor of Social and Preventive Medicine in the University of Manchester —Ed. 








Diagnosis of Cancer in Saskatchewan, 1932-1949 


T. A. WATSON, M.B., Ch.B., D.M.R. 
Director of Cancer Services for Saskatchewan 
City Hospital, Saskatoon 


NE is often asked “‘Are patients reporting for treatment of cancer earlier 
than previously?’’ Since cancer propaganda has been widely dissemi- 
nated for only ten or fifteen years, it should be possible to examine records of 
new patients presenting themselves with cancer and form some sort of opinion. 
It is accepted in medical practice that most malignant disease is of a local 
nature initially, and only later metastasises. It is also accepted that often 
the disease can be eradicated, when treated in the early stages. It is on these 
premises that propaganda, urging people to report to their doctor on noticing 
the first sign which may indicate a cancer, is based. 

The figures presented in tables I-V purport to show that, in Saskatchewan, 
the percentage of early cancers seen has increased remarkably over the last 
eighteen years. 

The present cancer control program in Saskatchewan was inaugurated 
in 1932, and has expanded considerably since then, particularly since 1944. 
At the present time, 86 per cent of all malignant cases in the province are 
referred to one of the two cancer clinics.! 

For a statistical survey of comparative earliness in diagnosis, it appears 
possible to deal uniformly with only four kinds of cancer—skin, lip, breast, 
and cervix, since they can be staged fairly accurately. In some ways this 
gives a fair broad picture, since the first two are detected (by the patient or 
doctor) mainly by sight, the breast by palpation, and the cervix first by 
symptoms. Other diseases, which are rigidly staged, have too small an inci- 
dence to be of statistical significance in this survey. Common malignant 
diseases, such as cancer of the stomach, body of the uterus, large bowel, 
rectum, bladder, lung, and ovary, and leukaemias, do not lend themselves to 
clinical staging. Pathological staging, which is possible in some of the above 
diseases, only applies after operation. Since the indications for operation 
have greatly broadened since 1932, no comparison by years can be made. 
The only obvious method in these diseases would be to compare the delay 
from onset of symptoms to admission to clinic in early years and late years. 
This would not seem to provide nearly such a reliable comparison as staging 
based on clinical findings. 

In all tables the first column, ‘‘Treated Before Admission to Clinic”, 
includes cases which could not be staged, as the disease had already been 
modified by previous surgery or irradiation. 

All multiple cases (i.e., patients presenting with two or more skin cancers) 
have been omitted from the tables dealing with cancer of the skin. 


‘Watson, T. A. Incidence of Cancer in Saskatchewan in 1948. This JouRNAL, 1950, 
41: 308. 
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In the tables on breast cancer the incidence of Stage I cases is probably 
too high in the early years, since most of these cases were treated only with 
radium or X-ray, and hence, when palpable axillary nodes were not present, no 
definite information as to whether these nodes were involved or not was 
available. In the later years, when the standard treatment was radical 
mastectomy, many original Stage I cases were re-staged II, since pathologically 
the axillary nodes were found involved. 

The figures for cancer of the cervix are erratic from year to year, probably 
because of the small numbers involved. Cases of cancer of the cervical stump 


following subtotal hysterectomy are omitted. 
For simplicity, the vears 1932-1949 have been divided into three six-year 


PERCENTAGE INCREASE IN Earty CASES OF CANCER, 
SASKATCHEWAN, 1932-1949 
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TABLE I 
CancER Cases DIVIDED INTO THREE S1x-YEAR PERIODS, SASKATCHEWAN, 1932-1949 


CANCER OF THE LIP 


























Treated Before 
Admission to Clinic | Stage I | Later Stages | % Stage I 
First Six Years 
1932-37 34 225 47 83 
Second Six Years | 
1938-43 37 467 46 91 
Last Six Years 
1944-49 57 755 40 95 
CANCER OF THE SKIN 
= ) ) 
First Six Years 
1932-37 36 234 58 | 80 
Second Six Years 
1938-43 71 643 58 92 
Last Six Years 
1944-49 115 1,666 44 98 
CANCER OF THE UTERINE CERVIX 
Treated Before Stages 


Admission to Clinic!Stage I|Stage II] Stage III Stage IV'% Stage I} I & Il 
First Six Years 


1932-37 24 19 60 58 32 25 55 
Second Six Years 

1938-43 17 62 64 60 29 29 60 
Last Six Years 

1944-49 22 73 104 48 26 28 71 


CANCER OF THE BREAST 


First Six Years 


1932-37 114 92 105 58 40 31 67 
Second Six Years 

1938-43 99 110 147 60 54 31 71 
Last Six Years 

1944-49 136 231 311 27 95 35 82 


periods. This excludes a great deal of vearly variation due to insufficient 
cases, and clearly shows a great improvement in the later vears. 

A graph showing a general trend towards earlier diagnosis in the more 
recent years is included. The following is the staging used. 


CARCINOMA OF THE BREAST 
STAGE 1 Growth not more than 5 cm. in diameter. Freely movable deeply. Fixed to 


(Operable) the skin over not more than half its area. No palpable axillary glands or other 
secondary deposits. 
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STAGE 2 Growth confined to the breast; may be fixed to the underlying muscle but not to 
(Operable the chest wall. Skin involved over an area not larger than the underlying 
growth. Mobile secondary glands in the axilla; none elsewhere. 

STAGE 3 Growth in the breast fixed to the chest wall. Skin may be involved over a large 
(Inoperable) area, but not beyond the limits of the breast. There may be mobile axillary 

glands or not. No other secondaries. 
STAGE 4 Growth in the breast with skin involvement beyond the breast area, or fixed 
(Inoperable) axillary glands, or supraclavicular glands, or distant metastases. 
TABLE II 
CANCER OF THE SKIN, SASKATCHEWAN, 1932-1949 
Treated Before | 
Year | Admission to Clinic | Stage I Later Stages | % Stage I 
1932 6 | 30 13 70 
1933 5 | 41 6 | 87 
1934 12 42 13 76 
1935 2 30 11 73 
1936 | 7 40 10 | 80 
1937 4 51 5 91 
1938 14 68 | 3 96 
1939 7 61 15 80 
1940 6 85 12 | 88 
1941 | 17 119 10 92 
1942 14 160 11 94 
1943 13 152 7 | 96 
1944 10 | 188 6 97 
1945 16 | 238 9 96 
1946 14 336 4 99 
1947 | 19 | 296 10 97 
1948 25 309 7 | 98 
1949 31 | 299 . | 97 
TABLE III 
CANCER OF THE Lip, SASKATCHEWAN, 1932-1949 
: aa te 
Treated Before 
Year | Admission to Clinic | Stage I Later Stages | % Stage I 
1932 7 33 10 77 
1933 6 27 8 77 
1934 3 40 8 83 
1935 5 | 48 8 86 
1936 7 29 5 85 
1937 6 38 8 83 
1938 6 56 12 82 
1939 7 | dl 10 84 
1940 5 | 78 5 94 
1941 3 87 9 91 
1942 8 71 + 95 
1943 8 124 8 94 
1944 8 102 12 90 
1945 12 143 5 97 
1946 8 135 11 93 
1947 9 130 4 97 
1948 10 | 141 3 98 
1949 10 104 5 | 96 
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TABLE IV 


CANCER OF THE UTERINE CERVIX, SASKATCHEWAN, 1932-1949 





























Treated | 
Year Before Stage I Stage II | Stage III | Stage IV | % StageI| % Stage 
Admission I&ll 
1932 6 5 7 «| 9 9 a 10 
1933 3 | eel 9 | 10 5 27 54 
1934 3 9 | 13. | 10 | 4 | 25 61 
1935 1 12 13 12 | 3 30 62 
1936 6 | 10 6 9 | 6 32 51 
1937 5 | 4 12 8 5 14 5 
1938 3 6 13. | 8 3 | 20 63 
1939 3 9 12 ll 7 23 54 
1940 | 3 12 9 7 5 36 64 
1941 2 8 11 11 4 24 56 
1942 3 13 8 10 6 35 57 
1943 3 4 | ou 3} «4 | 8&8 | @ 
1944 2 1 = * + & 12 | 57 
1945 | 3 S | 2 4 4 3 29—CC| 79 
1946 4 9 | 6 | 12 | 6 37. | 7 
1947 5 14 20 6 6 31 74 
1948 5 10 17 | 5 | 3 29 77 
1949 5 15 ib | 12 | 9 30 59 
i 1 
TABLE V 
CANCER OF THE BREAST, SASKATCHEWAN, 1932-1949 
| | | | 
Treated 
Year | Before Stage I | Stage I] | Stage III | Stage IV | % Stage l| % Stage 
Admission | | I& il 
scuesiasemibinscinllnacinnentsip selina tiiiaiiiantianiinnieaiinntnie | Se 

1932 20 0 | U e | 4 31 65 
1933 i | WwW | ws | 7 | Ss i = 70 
1934 28 a on 8s | 6 24 69 
1935 | 17 i | 13 gs | ou 32 59 
1936 | 22. 13 | 22 13 | 7 24 64 
1937 11 2 | 20 1b | 4 40 71 
1938 21 14 | 18 10 | 10 27 62 
1939 16 19 | 22 ll 7 32 66 
1940 14 13 25 16 7 21 62 
1941 16 19 16 9 | 6 36 70 
1942 18 24 | 30 6 12 33 75 
1943 14 21 36 8 | 12 27 74 
1944 19 43 40 5 9 44 85 
1945 13 24 | «58 4 16 24 8i 
1946 20 41 | 61 6 | 18 33 82 
1947 38 45 56 7 17 36 81 
1948 19 37 53 2 14 35 85 
1949 27 41 43 | 3 | 21 38 79 

| 








MALIGNANT SKIN TUMOURS 


(Epidermoid Carcinoma, Basal Cell Carcinoma, Malignant Melanoma) 


STAGE 1 Growth less than 3 cm. in diameter (greatest); not fixed to deeper structures, 
with exception of lesions of ala nasi and pinna of ear. 
STAGE 2 Primary as in stage 1. Mobile secondary nodes in the immediate drainage 


area only. 
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STAGE 3 Growth larger than 3 cm. in diameter or involvement of deeper structures. 


Mobile secondary nodes may be present. If present they must be confined to 
the immediate drainage area. 


STAGE 4 Fixed secondary nodes or nodes in more than one drainage area or distant 
metastases. 


CARCINOMA OF THE CERVIX 


_ 


STAGE The growth is strictly limited to the cervix uteri, uterus mobile. 


STAGE 2 Lesion invading into one or more fornices with or without infiltration of the 
parametrium adjacent to the uterus; the uterus retains some degree of mobility. 

STAGE 3 A. Nodular infiltration of the parametrium on one or both sides, extending to 
the wall of the pelvis with limited mobility of the uterus, or massive infil- 
tration of one parametrium with fixation of the uterus. 

B. More or less superficial infiltration of the large part of the vagina with a 
mobile uterus. 

C. Isolated metastases in the pelvic glands with a relatively small primary 
growth. 

D. Isolated metastases in the lower part of the vagina. 

A. Cases with massive infiltration of both parametria extending to the walls of 
the pelvis. 

B. Carcinoma involving the bladder or rectum. 

C. Remote metastases. 

D. Frozen pelvis. 


STAGE 4 


CONCLUSION 


Patients suffering from cancer of the sites surveyed are presenting them- 
selves for treatment in Saskatchewan at earlier stages than previously. 





The Sanitary Officer, Present and Future 


M. H. KENNEDY, C.S.I.(C.) 
Senior Sanitary Officer 
Health Region No. 6 
Moose Jaw, Saskatchewan 


Y topic will indicate that I do not intend to delve into history, yet I 
consider it fitting to pause and reflect for a moment on the position in 
which our predecessors found themselves at the turn of the century. These 
men had many problems thrust upon them. Few of them had more than 
primary school education and the opportunities for special training were rare. 
They often had to deal with a public that was not health-conscious. Never- 
theless they accomplished much and smoothed the way for us who have fol- 
lowed. Often it has been said that public health is a structure to which each 
succeeding generation adds a few bricks. These men have added their bricks. 
Let us hope that the sanitary officers at the close of the century may feel 
inclined to say the same of us. 

We face a rapidly changing world. Theories that are acceptable today 
may be questioned or discarded tomorrow. The absolute in knowledge has 
not been reached and perhaps never will be. This is just as true in the field of 
sanitation as elsewhere. When DDT first made its appearance, it was hailed 
as the answer to most of our insect problems; likewise Antu appeared to be the 
answer to our main rodent problem. We have found that they both have 
their limitations. Science will continue to strive to produce newer and more 
satisfactory products, and this makes it imperative for us to keep well in- 
formed. The public is becoming more health-conscious; is seeking more 
information on public health problems; and to the well-informed sanitary 
officer this is encouraging. It is always easier to convince those who have an 
interest than those who have not. There is still a percentage of the public 
who have not had the opportunities to acquire information or who fail to see 
the need for certain measures. With these he must be patient. He must 
never overwhelm people with meaningless expressions. I once heard a young 
sanitary officer do this in replying to a laborer’s question about what takes 
place inside a septic tank. The sanitary officer gave a high-sounding talk on 
aerobic and anaerobic bacterial action that did not mean much to the 
questioner. 

Having obtained the Certificate in Sanitary Inspection (Canada), the 
sanitary officer is faced with a problem of continuing education if he is to be 
well informed. H. A. Overstreet, in his book ‘The Mature Mind”, quotes 
Eugene Staley as follows: ‘This is an age of rapid evolution and sometimes 

Presented before a conference of health workers in Regina on January 17, 1951, called 
by the Provincial Department of Public Health. 
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revolution in politics and economics as well as technology. Facts and ideas 
that were right yesterday may be wrong or completely irrelevant today. An 
adult who ceases after youth to unlearn and relearn his facts and to reconsider 
his opinions is like a blindfolded person walking into a familiar room where 
someone has moved the furniture. Furthermore he is a menace to a demo- 
cratic community. One of the consequences of a rapidly changing world is 
that there is a much more important job for adult education than ever before. 
In fact adult education in these days should rank in importance with ele- 
mentary, secondary and college education.” 

The need for adult education is recognized. This is proved by such 
gatherings as we have here today, and by the fact that we have a provincial 
Adult Education and Health Education Division. During the past several 
years facilities for adult education have been coming to the fore all across the 
country. The Canadian Public Health Association has given valuable assis- 
tance to our assistant sanitary officers through correspondence courses. The 
Universities of British Columbia, Manitoba and Alberta have all given short 
refresher courses for sanitarians. At the present time the University of 
Montreal is giving a six-months’ course in sanitary science to ten sanitary 
officers and twelve other health personnel. Our own health department has 
been alert to the need for such courses and has arranged a course for assistant 
sanitary officers which will follow this conference and extend over several 
weeks. We look forward to such courses being made available to all of us in 
the service from time to time as circumstances permit. 

The sanitary officer realizes that his work covers a wide field and that a 
higher education and more specialized training is necessary. It is my opinion 
that we could profit by a further knowledge of many subjects, particularly 
chemistry and bacteriology. We should be better able to interpret laboratory 
reports if we had a further knowledge of chemistry, and bacteriology enters 
into almost every phase of sanitation. Then there are industrial hygiene, 
refrigeration, air sanitation and all their related problems. Those of us with 
home responsibilities look forward to an adult-education program which will 
provide us with the opportunities to keep pace with our rapidly expanding 
services. 

A matter that looms large in every field of endeavour where we have to 
deal directly with people is public relations. We are not all blessed with the 
ability to get along well with our fellows and get thingsdone. I do not propose 
to give instructions because I am not an authority in this field. Nevertheless, 
you cannot work for many years as a sanitary officer without learning some- 
thing, even if it is learned the hard way. 

A few weeks ago I took part in a Red Feather drive for community chest 
funds. An authority on salesmanship who gave us a “pep talk”’ stressed the 
importance of knowing beforehand your prospects’ likes. To this I would like 
to add his dislikes also. We are all salesmen and should study our prospects. 
To illustrate this point, I may refer to a former supervisor of mine who de- 
tested smoking. He repeatedly showed resentment toward those who smoked 
while interviewing him. This brings to my mind an individual who sees me 
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frequently, and despite the fact that there is an ashtray on the desk, he flicks 
his ashes on the floor. When he leaves, there is a semi-circle of ashes round 
his chair. These are small matters but they are not conducive to getting 
co-operation from those who have strong likes and dislikes. If your prospect 
does not smoke, it might be advisable to postpone smoking until after the 
interview. 

Heated arguments convince nobody. Let the shouter have his say; it 
usually is his last line of defence. If there is one thing he says that you can 
agree with, without hurting your cause, do so. This will tend to disarm him 
more than you may think. Dale Carnegie has said you must never tell a 
person he is wrong; it hurts his pride. I heard a health educator stress the 
same point. He said that you could not change a person’s or community’s 
ways of thinking immediately. He illustrated this by drawing a line on the 
board, another at right angles to the first, and a third making an obtuse angle, 
and suggested directing their thoughts along the lines of the easy angle. 
Getting the individual to think is important, and getting him to express his 
thoughts is more important. You can usually come to an agreement with 
one who will talk. This was very clearly illustrated in the group development 
sessions held recently at Fort Qu’Appelle under the sponsorship of the Adult 
Education Division. I saw an excellent application of group discussion in a 
meeting that was called to consider the building of a community hospital. 
Everyone was encouraged to express his views. The majority were in favor 
of a small hospital for emergency cases. One prominent citizen favoured the 
building of a hospital with a capacity of from twenty-five to thirty beds. After 
everyone had voiced his views, the hospital administrator who had been 
invited to attend the meeting proceeded to discuss the matter. He did not 
tell anybody that he was wrong. He drew attention to the fact that the 
proposed building site was located on a main highway and on the main line of 
the railway, and those requiring major surgical attention or specialists’ care 
could be transported to the city hospital only thirty-five miles away. Further- 
more, he stated that if the hospital was to pay its way, beds would have to be 
occupied at all times. He was of the opinion that a ten- or six-bed hospital 
might be sufficient for the needs of the community. A small hospital for 
emergency and maternity cases would cost less to build and much less to equip 
and would be occupied to capacity most of the time. In the event of a re- 
cession, the smaller unit would be less likely to have a deficit than the larger 
one. He concluded by saying that he would be much better pleased to pay 
them a visit two years hence and find them with a six-bed hospital in a sound 
financial position than a larger one operating at a loss. After further dis- 
cussion, a resolution was adopted in favor of the six-bed unit. 

There is a saying that if you want to hit somebody, hit his pocket book. 
Sometimes you can hit his vulnerable spot by legitimately putting something 
into his pocket book. When Health Region No. 6 was first organized, at least 
one municipal official, a garage operator, was opposed to the plan. The first 
time I called on him, I introduced myself and offered to shake hands with him, 
but he ignored my gesture. The second time he was a trifle more sociable. 
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The third time I bought gas at his station. Since then he has been most 
co-operative. Back of good public relations is courtesy, and back of courtesy 
is good manners! 

As defined by the National Sanitation Foundation of the United States 
of America, “Sanitation is a way of life. It is the quality of living that is 
expressed in the clean home, the clean farm, the clean business and industry, 
the clean neighborhood, the clean community. Being a way of life it must 
come from within the people; it is nourished by knowledge and grows as an 
obligation and an ideal in human relations.’’ If we can by our efforts bring 
this ideal a little closer to realization, we shall have added our bricks to this 
ever-growing structure of public health. 








Plague Infection in Western Canada 
Information Gleaned from Rodent Surveys, 1938-1950 (incl.) 


F, A. HUMPHREYS, A. G. CAMPBELL AND E. S. SMITH 
Laboratory of Hygiene, Western Branch 
Department of National Health and Welfare 
Kamloops, B.C. 


OME investigators believe that plague is indigenous in the wild rodents of 

this continent and that had surveys been made here, perhaps centuries ago, 
the disease would have been found. The demonstration, from time to time, 
of Pasteurella pestis in rodents or their ectoparasites in areas far removed from 
previously known foci of infection and between which, it would seem, there 
could have been no possible contact, tends to support this theory. 

On the other hand, there are those who believe that plague was introduced 
from the Orient by rats about the turn of the century—it first appeared in 
San Francisco in 1900—and then gradually spread to the native rodents. In 
any case, since 1908, when the infection was first demonstrated in wild rodents 
in California, it has been found in ground squirrels and other rodents or their 
ectoparasites in all of the western United States and in the three western 
provinces of Canada. 

Surveys initiated in western Canada in 1938 and continued more or less 
regularly since then have revealed that plague is enzootic in Richardson 
ground squirrels (Citellus richardsonit) in a fairly large section of southeastern 
Alberta and the adjoining area of southwestern Saskatchewan, and may be 
current in marmots (Marmota flaviventris) in the southern interior of British 
Columbia. It was recovered from the latter through a flea pool (probably 
Thrassis acamantis) collected in June, 1950. Intensive surveys in the coastal 
region of British Columbia and minor surveys in Saskatchewan and Manitoba 
have so far failed to reveal any evidence of the disease in the domestic rats of 
these areas. As yet, rats do not appear to have colonized in Alberta or in the 
interior of British Columbia. 


hb 


A summary of the specimens collected by provinces together with the 
results of their laboratory examination is shown in the accompanying table. 
A total of 5,019 tissue specimens and 4,641 flea pools (136,135 fleas) taken 
from 71,254 rodents have been examined. P. pestis was recovered from 11 of 
the tissue specimens and from 51 of the flea pools. In this entire group there 
were only three instances where the tissues proved positive and the corre- 
sponding fleas negative. In two of these, only one flea per animal had been 
obtained. These findings are in accord with those of American workers and 





Presented at the eighteenth annual meeting of the Laboratory Section, Canadian Public 
Health Association, held in the Chateau Laurier, Ottawa, December 18 and 19, 1950. 
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SUMMARY OF SPECIMENS EXAMINED—WESTERN CANADA 
APRIL, 1938, TO NOVEMBER, 1950 








| No. Examined No. Positive 
Province Rodents Fleas Flea Tissue | Flea Tissue Total 

| Pools Pools || Pools Pools 
B.C. | 43,187 57,328 2,638 3,343 || 1 — 1 
Alta. | 18,100 36,339 1,419 1,467 || 44 11 55 
Sask. | 9,257 41,539 559 178 6 — 6 
Man. 710 929 25 an ij = sais = 
Total 71,254 136,135 4,641 5,019 || 51 11 62 








support the contention that routine examination of wild rodent tissues is 
superfluous, unless the rodents happen to be free or nearly free of ectoparasites. 

As a rule, an abundance of fleas is found on ground squirrels. In the 
prairie provinces Richardson ground squirrels have averaged 2.8 fleas per 
animal. Columbian ground squirrels in British Columbia have averaged 2.1 
fleas, while marmots, sometimes found harbouring up to as many as 500, have 
averaged between 30 and 40. Rats are rarely found heavily infested. The 
rat-flea index in 1939 approximated two fleas per animal, but has since shown a 
gradual decline. In 1949 it was down to approximately one flea to every 
four rats. 

Species determination of all fleas encountered has not been attempted, 
but, with the co-operation of the Division of Entomology of the Department 
of Agriculture, most of the rat fleas and representative specimens of those 
obtained from other rodents have been identified. The great majority of fleas 
recovered from rats have been Nosopsyllus fasciatus. The classical plague 
vector, Xenopsylla cheopis, seems to be confined to Vancouver and environs. 
It has never been found on Vancouver Island or in the up-coast ports. During 
the first few years of the survey it was commonly found on rats taken from the 
False Creek garbage dump where it averaged as high as 3.4 per animal. This 
dump has now been closed and the flea seems to have largely disappeared. In 
1949 only one X. cheopis for every 32 rats was obtained. 

For some years chloroform was used to stupefy or kill the rodent fleas. 
Chloroform was preferred for this purpose because its use involved no risk to 
crew members, but since chloroform, as shown by Eskey and Haas', may be 
bactericidal in the concentration required to kill fleas, its use may have led to 
negative results in certain instances where infection was actually present. 
With a view to eliminating this possibility, hydrocyanic acid gas (cyanogas) 
was substituted, wherever possible, for chloroform. After considerable ex- 
perience with both agents, field crews have expressed a preference for cvanogas. 
It is much more effective than chloroform as a pulicide and has simplified the 
problem of collecting the ectoparasites. With ordinary precautions cyanogas 
is quite safe for outdoor use. 


1Eskey, C. R. and Haas, V. H.: Public Health Bulletin No. 254, 1940, U.S. Public 
Health Service. 
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A BRITISH EVALUATION OF WHOOPING-COUGH VACCINE 


A STUDY OF pertussis vaccine by a committee of the Medical Research 
Council of Great Britain! is most welcome. Investigations have been in 
progress since 1942. From 1942 to 1944, control trials were made in Oxford 
City and the surrounding counties.? No difference was observed in the incidence 
or severity of the disease between the vaccinated and the unvaccinated groups. 

Favourable results were first reported by Madsen in 1933, in two epidemics 
in the Faroe Islands.* In the United States the first favourable results were re- 
ported by Sauer in 1937* and by Kendrick and Eld ving in 1939.° Sauer intro- 
duced the use of vaccine prepared from freshly isolated strains (phase 1) grown 
on blood agar plates. Until that time, vaccines had been prepared from stock cul- 
tures of H. pertussis, and had been shown to possess little or no antigenic value. 
A striking advance in immunization against whooping cough has followed the in- 
troduction of vaccines of established antigenic value. Kendrick and Eldering, in 
1939, confirmed and extended these observations. In their studies, involving a 
total of +,200 children divided into vaccinated and unvaccinated groups which 
were similar in a number of respects, fhe incidence of whooping cough in the un- 
vaccinated group was more than twice that in the vaccinated group. In the same 
year, however, Doull and his colleagues* reported inconclusive results. 

Two types of vaccine have been employed in the United States. In addition 
to plain vaccine, consisting of a heavy suspension of H. pertussis (phase 1) given 
in three to five injections, alum-precipitated pertussis vaccine has been used. In 
1941 Bell’ reported a trial of this type of vaccine with encouraging results, the 
incidence of the disease among the unvaccinated children being three to four 
times greater than among the vaccinated. 

In view of these findings, the Medical Council of Great Britain decided 
that a comprehensive enquiry should be made. Plain vaccine was selected for 
use in the committee’s studies. 

The investigations of 1942-1944 in Oxford City concerned 1,530 children 
between the ages of 6 months and 5 years. Three lots of Sauer vaccine prepared 
by Messrs. Parke Davis & Co. of Detroit were used. Half the group received 
this vaccine and half “anticatarrhal vaccine containing no H. pertussis”. After 
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inoculation, the children were observed for a period of from two to three years. 
The attack rates per 1,000 child-months of observation were 5.28 and 8.17. In 
addition to these definite cases there were 143 doubtful cases—80 in the group 
which received pertussis vaccine and 63 in the comparative group. As the obser- 
vations were made during the war, in 1944, and the staff was not adequate for 
intensive follow-up investigation, the committee decided not to draw conclusions 
from the results of this trial, although it appeared unlikely that the vaccines 
were highly effective. 

The second series of observations was begun between November 1946 and 
April 1948, and was completed during 1950. Ten separate field trials were made 
in Leeds, Manchester, Tottenham and Edmonton, Wembley and West Ham. 
Five lots of pertussis vaccine from three manufacturers—Parke Davis & Co., the 
Michigan Department of Health, and Glaxo Laboratories Ltd.—were used. As 
a control, an “anticatarrhal vaccine” was prepared by Messrs. Burroughs Well- 
come & Co.; it was similar in turbidity to the plain H. pertussis vaccines and 
dispensed in the same type of bottle. 

With the experience of the preceding trial, a plan of investigation which 
met the most exacting requirements for obtaining the facts and interpreting the 
findings was prepared and followed. On receipt of signed consent forms from the 
parents, children with no previous history of pertussis or of previous inoculation 
with pertussis vaccine were classified by sex and placed in one of the following 
age groups: 6-8, 9-11, 12-14, and 15-17 months; a few children were accepted 
just after they had reached the age of 18 months. They were divided by the 
method of random sampling into two groups of equal size. The groups proved 
to be strikingly similar in the average age of the trial children, the average 
number of children in the families, and the average days of observation. The 
control group received the “anticatarrhal vaccine”. Each child was visited at 
frequent intervals for a period of two to three years by a nurse-investigator. 
Neither the parents nor the observers knew to which group a child had been 
allocated. A “pertussis team’ was appointed in each trial area, comprising a 
medical officer, a nurse-investigator, and a clerk. The parents were fully informed 
about the trial, and the general practitioners in the area co-operated by giving 
advice on the scheme to the parents and by informing the health department of 
suspected cases of pertussis among the trial children under their care. The 
inoculations were given by appointment in clinic sessions. Three inoculations 
were given at monthly intervals. One child in every five was visited 24-72 hours 
after each inoculation to determine the severity of the reaction. Each child was 
visited monthly by a nurse-investigator until the end of the investigation or 
until it was excluded from the trial. When it was found that a child had been 
exposed to pertussis or had developed suspicious symptoms, repeated visits were 


made to confirm the diagnosis and to assess the severity of the attack if it proved 
to be pertussis. 


In all, 7,558 children were inoculated—3,801 in the vaccinated group and 
3,757 in the unvaccinated group. With only a few exceptions there were no severe 
general or local reactions after the inoculation. None of the children had convul- 
sions and in none did poliomyelitis develop within two months of the injection. 
In all the trials, 149 vaccinated and 687 unvaccinated children developed pertussis. 
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The corresponding attack rates per 1,000 child-months of observation were 1.45 
and 6.72, giving a reduction in the incidence of the disease of 78 per cent. Among 
children exposed to pertussis in their own homes, the attack rates were 18.2 per 
cent in the vaccinated and 87.3 per cent in the unvaccinated. The cases in the 
vaccinated were, on the average, less severe and of shorter duration than those in 
the unvaccinated children. During the two- to three-year periods of observation 
there was no evidence of a waning in the degree of protection afforded by the 
pertussis vaccines. Each lot of vaccine gave substantial protection, but the two 
batches supplied by the Michigan Department of Health gave a considerably 
greater degree of protection than did the others. Vaccines prepared in Great 
Britain according to the method used by the Michigan Department of Health 
are now being tested in similar field trials. 

In discussing the antigenicity of various vaccines, the committee stress the 
need for a reference vaccine the value of which has been established by field 
trial, to permit of determining the potency of vaccines. Important work in this 
field is being conducted by the National Institute of Health, Washington, the 
Michigan Department of Health laboratories, and Dr. Kendrick and other 
investigators. 

The only laboratory method of testing at present available involves the 
immunization of mice with the vaccine to be tested and the determination of the 
level of immunity by the intracerebral challenge injection of virulent H. pertussis. 
It is not known yet if there is a correlation between this laboratory test and the 
ability of vaccines to induce immunity in children. The Medical Research Council 
is also carrying forward studies to elucidate this problem. 

In Canada, studies of pertussis vaccine have been made for many years in 
the Connaught Medical Research Laboratories. Following the demonstration in 
the United States of the importance of using freshly isolated strains of H. pertussis 
and the maintenance of these in phase I, work was carried forward by Dr. R. J. 
Wilson* and by Dr. Leone Farrell.* This resulted in the preparation of vaccine 
employing a liquid medium. In contrast with the vaccine employed by Sauer 
and used in the United States, the vaccine distributed in Canada has been pre- 
pared using a semi-synthetic fluid medium. Improvements in the method of 
preparation of the vaccine and observations on the methods of testing have also 
been made in the Connaught Medical Research Laboratories by Dr. J. M. 
Corkill.'° Comparable antigenic values, as assayed by immunization of mice, have 
been obtained with the vaccine prepared using fluid medium, and considerable 
use of vaccines similarly prepared is now being made in the United States. 

The investigations conducted by the Medical Research Council will be 
welcomed by medical officers of health throughout Canada. They constitute 
further evidence of the ability of British scientists and public health authorities 
to undertake difficult problems even when hard-pressed by war needs. Post- 
ponement of an evaluation, though it was greatly needed, could readily have been 
excused in face of the difficulties which such an investigation presents. The 
results already obtained place whooping-cough vaccination on a sounder basis. 
The reports of future studies of the committee will be awaited with interest. 
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DOCTOR PETER S. CAMPBELL 


NNOUNCEMENT of the retirement of Dr. Peter S. Campbell, Deputy 

Minister of Health for Nova Scotia, brings to mind the important contri- 
butions which he has made to the development of public health in Canada. In 
Nova Scotia he has been recognized as an effective administrator ; by the officers 
of the government as a reliable leader of the public health movement; and by his 
staff as a chief who was always concerned about their welfare. For twenty-eight 
years Dr. Campbell has been active in public health work in the Province, serving 
first as divisional health officer, in 1923, and since 1933 as Deputy Minister. His 
carefully planned programs have resulted in continuous improvements in the 
extent and quality of health services in Nova Scotia. The organization of the 
Cape Breton Island Health Unit and the strengthening of the district health 
organizations were made possible by his leadership. Through his support the 
Department of Health and Public Welfare of Halifax has been developed into 
one of the best in Canada. Dr. Campbell has enjoyed the full confidence of the 
medical profession, the government, and municipal and county authorities. In 
the Dominion Council of Health, of which he was a member for many years, his 
opinions were sought because of the soundness of his judgment. 

To the Canadian Public Health Association Dr. Campbell gave generous 
support. He served as president in 1938, when the Association first held a meet- 
ing in Halifax, and again welcomed the members to that city on the occasion of 
the annual meeting in 1948. The Association extends its congratulations on his 


accomplishments during the long years of his administration and wishes him 
health and strength to enjoy the years ahead. 
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British Columbia 

THE SEMI-ANNUAL of imedical 
health officers was held in Victoria for three 
la 
included: the use of the Wetzel Grid in local 
health services, the health educator in local 


health services, 


meeting 


days during September. Topics on the agen 


use of the continuous chest 
X-ray survey, meat inspection, civil defence, 
town and country planning. The meetings 
were under the chairmanship of Dr. G. F. 
Amyot, Deputy Minister of Health, assisted 
De: Jj. Deputy Provincial 
Health Officer. They were attended by health 


unit directors, 


by Taylor, 


directors of metropolitan 
health services, and directors of the various 
divisions of the Department of Health. 

Two School 
District 2 


NEW AREAS, Burns Lake, 
Hope, School 


Bx ston 


55, and District 3 
have taken 
necessary action through by-laws a1 
local health 
of Health 


Cariboo and the Upper Fraser Valley, 


the 
1 reso- 


(as far Bar), 


as 


K 


lutions to join their services 


with the Union Boards for the 
y, re- 
spectively. Burns Lake is now a part of the 
Health Unit and Hope has come 
under the Upper Fraser Valley Health Unit. 


THE 


Caribe 0 


UnNIversity oF BritisH CoLUMBIA is 
double its 


laboratory workers for public health work 


planning to output of trained 





throughout Canada. It will be assisted in 
this expanded program by a grant from 
federal health funds. An acute shortage of 


trained bacteriologists and senior laboratory 


technicians exists in Canada. In British 
Cclumbia alone, provincial laboratory staffs 
are 4% times larger than they were fifteen 
years ago, and a greater demand for labora- 
tory services in hospitals and public health 
programs assures a continued need for well- 
trained personnel. With the 1951-52 session, 


the number of courses in the Department of 


Bacteriology and Preventive Medicine has 
been increased and the staff enlarged so’ that 
may be to 


twice the number of persons enrolled in past 


training given approximately 
years. During the summer the students will 
have practical experience in hospital labora- 
tories in Vancouver and Victoria and in the 
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provincial laboratories. The course is under 


the direction of Dr. C. E. Dolman, head of 


the Department of Bacteriology and Pre- 
ventive Medicine. 
Dr. G. F. Kincape, D.P.H., has been ap- 


pointed director of the Division of Tuber- 
culosis Control in the provincial Department 
of Health and Welfare. Dr. W. H. Hatfield, 
former part-time director of the division, has 
become adviser to the Deputy Minister on 
tuberculosis and diseases of the chest. 
THREE PHYSICIANS recently joined the staff 
of the Department of Health and Welfare. 
Dr. D. A. Clarke has been appointed director 
f the South Health Unit at 
Kelowna; Dr. W. H. Lowe, director of the 
Cariboo Health Unit at Prince George; and 


Okanagan 


Dr. A. F. Balkan, director of the Peace 
River Health Unit at Dawson Creek. 
Dr. T. H. Patterson has been appointed 


Division of Environ- 


the 


the 
mental Management 
Health and Welfare. 
to British Columbia from the University of 


director of new 
in Department of 


He recently returned 


Michigan, where he completed a course in 
industrial hygiene leading to a Master’s 


ce gree. 
Dr. H. M. Brow N, director of the Cariboo 
Health Unit, and Dr 


t 


t 


A. A. Larsen, director 
he North Fraser Valley Health Unit, are 
enrolled in the course leading to the Diploma 
Public Health at the 
University of 


ot 
in School of Hygiene, 
Toronto. Mr. Raymond Good- 
the to the 
Public same 


acre is taking 


Certificate 


course leading 


in Health at the 
university. 

Dr. M. E. Marrit has resigned as director 
of the Peace River Health Unit to join the 
Royal Canadian Air Force. 

Miss LuciLie consultant in 
public health nursing, Department of Health 
and Welfare, will spend the next three 
months in Vancouver with the Child Guid- 
ance Clinic. Miss Giovando recently returned 
from the University of Minnesota where she 


GIOVANDO, 


received a Master’s degree in public health 
nursing with 
health. 


special emphasis on mental 
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Saskatchewan 
Dr. WitttAM Srtorrar, M.B.E.,, M.B., 
Ch.B., a graduate of the University of 


Edinburgh, arrived recently from the United 
Kingdom to assume the duties of director of 
the Medical and Hospital Services Branch 
in the Department of Public Health. For the 
past two years Dr. Storrar has been deputy 
senior administrative medical officer of the 
Southwestern Regional Hospital Board, 
Bristol. For several years prior to his post 
in Bristol, he was in private practice in a 
large rural area in Devon. During the war 
Dr. Storrar served with the Royal Army 
Medical Corps with the rank of colonel and 
was at one period a deputy director of 
medical services in Italy and, later, director 
of medical services with the British mission 
to Greece. For services to his country, he 
was made a member of the Order of the 
British Empire in 1945. 

GEORGE KINNEARD, O.B.E., M.D., M.P.H.., 
medical health officer in charge of the Moose 
Jaw Health Region since its establishment in 
1946, has been appointed acting director of 
the Regional Health Services Branch of the 
health department. He will succeed Dr. J. 
M. Hershey, who has accepted a post in the 
New York State Department of Health. Dr. 
Kinneard came to the department after 20 
years in the British Colonial Medical Service, 
during which time he served as senior medical 
officer in the Falkland Islands and as director 
of medical services for the Fiji Islands. He 
graduated in medicine from the University 
of Manitoba, took post-graduate courses at 
the University of Edinburgh and the London 
School of Tropical Medicine, and obtained 
his M.P.H. at Johns Hopkins University, 
Baltimore. 

A COMBINED venereal disease and tuber- 
culosis survey of the Indians and Metis in 
various parts of Saskatchewan’s Northern 
Administration District was carried out in 
June of this year by a team of experts repre- 
senting the provincial Division of Venereal 
Disease Control, the Federal Department of 
Indian Affairs, and the Saskatchewan Anti- 
Tuberculosis League. As a follow-up to this 
survey, a venereal disease treatment program 
was organized under the direction of Dr. 
Donald MacRae, venereal disease control 
director for Saskatchewan. Ten-day clinics 
were opened in the hospitals at Ile a la 
Crosse and Buffalo Narrows to provide an 


CANADIAN JOURNAL OF PUBLIC HEALTH 


Vol. 42 


intensive course of treatment. Through the 
combined cooperation of the provincial De- 
partments of Social Welfare and Natural 
Resources and the Federal Department of 
Indian Affairs, camps were set up near the 
two hospitals and rations provided to ex- 
pedite this program. This treatment survey 
was successful both from the standpoint of 
attendance and as a means of reducing the 
infectivity of the diseases within the entire 
area. 

Miss Dorotuy Hacar, B.H.Sce., a grad- 
uate of the University of Saskatchewan, has 
been appointed director of the Division of 
Nutrition. She succeeds Miss Jean Oddie, 
who organized the division seven years ago 
and who recently left to be married. Miss 
Hagar joined the division in 1949 and for the 
past six months has acted as regional nu- 
tritionist in the North Battleford Health 
Region. She holds a diploma in_ hospital 
dietetics from the Toronto General Hospital. 

Dr. STanvey C. Best, a specialist in pae- 
diatrics and director of the Child Health 
Division, has been awarded a bursary under 
the Federal Government’s professional train- 
ing grant to Saskatchewan to take a year’s 
course at the School of Public Health, Har- 
vard University. Maternal and child health 
will be his field of major interest and he 
will study under the direction of Dr. Harold 
Stuart. Dr. Best will resume his duties as 
child health director for the Saskatchewan 
health department in the summer of 1952 

Wittram F. J. ANperson, B.A., of the 
Division of Health Education, has left for the 
University of Michigan to take a course 
leading to the degree of Master of Public 
Health. Mr. Anderson is a graduate of the 
University of Saskatchewan and worked in 
the Assiniboia-Gravelbourg Health Region 
after his appointment as a health educator 
last spring. 


Manitoba 


Dr. Morey R. Exttiott has been appointed 
Deputy Minister of Health and Public Wel- 
fare for the Province of Manitoba. He suc- 
ceeds Dr. F. W. Jackson, who left in October, 
1948, to accept a federal post at Ottawa. Dr. 
Elliott is a graduate of the University of 
Manitoba and holds the Diploma in Public 
Health from the University of Toronto. He 
has been associated with the department 


since 1937, having served as acting director 
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of the Division of Health Services prior to 
his new appointment. 

Miss Marcaret E. NIx, director of the 
Bureau of Health and Welfare Education in 
the Manitoba Department of Health and 
Public Welfare, left Winnipeg in September 
to continue her studies at the University of 
Michigan. On a leave of absence from the 
department, Miss Nix plans to work toward 
her doctorate in education during the coming 
year. She was appointed consultant in health 
education to the World Health Organization 
before her Arbor, 
Michigan. 

Dr. JEAN F. Wess, of the Division of 
Maternal and Child Hygiene, Department of 
National Health and Welfare, Ottawa, is in 
Winnipeg to conduct an investigation of 
staphylococcal infections of mothers and new- 
born infants. Dr. Webb and her assistant, 
nursing consultant Ruby Tinkiss of Ottawa, 
met with Winnipeg physicians and hospital 
authorities to organize an investigation cam- 
paign. They hope to discover etiological fac- 
tors through experimentation and case-study 
to determine why the infection has been 
prevalent in the Winnipeg area. 

Dr. J. S. Campsett of Downcaster, Eng- 
land, has accepted the post of radiologist 
with the Manitoba Department of Health 
and Public Welfare. Dr. Campbell's work 
will be divided between industrial-hygiene 
surveys and diagnostic work throughout the 
province. He will also act as consultant for 
Manitoba mental institutions. He is a grad- 
uate of Queen’s University, Belfast, Ireland, 
and has done radiological work with silicosis 


departure for Ann 


in Britain’s industrial areas as well as ortho- 
paedic service in a Downcaster hospital. 

Miss Mary WItson and Miss _ Jessie 
Williamson have returned to the nursing 
division of the Manitoba Department of 
Health and Public Welfare after a year's 
study at Columbia University, New York. 
Both were awarded Bachelor of Science de- 
grees, with majors in supervision in public 
health nursing. Before returning to Manitoba 
they completed a special field training course 
on infant and maternal care at New Haven. 
Miss Wilson and Miss Williamson are pub- 
lic health nursing consultants with the 
department. 

Miss Donna M. BAXTER was appointed 
assistant to the director of the Bureau of 
Health and Welfare Education in mid- 
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September. Miss Baxter has been with the 
Manitoba Department of Health and Public 
Welfare for the past year, as senior nutri- 
tionist. She is a graduate in home economics 
of the University of Manitoba and holds the 
M.Sc. degree from Simmons College, Boston, 
Mass. 

Four PHYSICIANS of the Manitoba Depart- 
ment of Health and Public Welfare have 
been awarded certification as specialists in 
public health by the Royal College of Phy- 
sicians and Surgeons of Canada. They are 
Dr. Morley R. Elliott, deputy minister of 
health and public welfare; Dr. Maxwell 
3owman, director of preventive medical ser- 
vice; Dr. I. M. Cleghorn, director of local 
health services; and Dr. Hugh Malcolmson, 
director of environmental sanitation and in- 
dustrial hygiene. 

OFFICIALS OF THE Department of Health 
and Public Welfare were asked to take part 
in the Conference of Public Administrators 
of Canada, held in Winnipeg on September 
5, 6 and 7. They assisted with the conference 
section devoted to problems of health admin- 
istration. 


Ontario 


HIGHLIGHT of the Ontario Department of 
Health’s display at the Canadian National 
Exhibition in Toronto this year was a scale 
replica of one of the two railway dental 
cars which serve children in northern 
centres of the province where there are no 
resident dentists. The work of the Maternal 
and Child Health fea- 
tured. Large colored cartoons humorously 
depicted what should be emphasized in the 
care of children from one to fifteen years. 
Comical figures riding on a small merry-go- 
round depicted the important vitamins essen- 
tial to good child nutrition. Other divisions 
in the Department were represented by a 
mechanical display which centered the entire 
exhibit. 

THE NEWLY ORGANIZED Publicity Section 
of the Department has inaugurated a news 
release service. Information about the De- 
partment’s activities, as well as general 
health information, will be regularly dis- 
tributed to all newspapers and radio stations 
in the Province as well as to interested maga- 
zines and journals. 

Dr. J. G. CUNNINGHAM, director of the 
Industrial Hygiene Division, Ontario De- 


Division also was 
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partment of Health, represented the depart- 
ment at the Tenth International Congress on 
Industrial Medicine, held in Lisbon, Portugal, 
9-15. New facts in industrial 
medicine and in kindred fields of the eco- 


September 


nomic and social sciences of interest to in- 
dustrial medicine, the hygiene of employment, 
and the safety of workers were studied. 
ONE 
nurses in 


HUNDRED 
Ontario 


AND TWENTY 
attended the refresher 


course in industrial nursing held by the Mc- 


registered 


Master University School of Nursing Sep- 
tember 12-15. Discussions concerned various 
aspects of industrial medicine in its relation 
to public relations, to community health and 
social relationships, to health education and 
to civil defence; counselling and guidance 
in industry ; use of records in industrial nurs- 
ing; the newer drugs and dermatitis. Visits 
were made to local plants. 

THE HonourRABLE MACKINNON PHILLIPs, 
Minister of Health and Hospitals for the 
Province of Ontario, has announced the fol- 
lowing appointments in the Division of Hos- 
pitals: Dr. John N. 
intendent, Ontario 


Hagen, assistant super- 
Hospital, Toronto; Dr. 
Ernest S. Goddard, community psychiatric 
ictoria Hospital, London; Dr. 
Leach, physician, Ontario Hos- 





consultant, \ 
Clifford E. 


oe - 
pital, 


Egan Aderer, Dr. 
Robert D. Pomeroy, and Dr. C. E. 


son, junior 


Kingston; Dr. 
Robin- 
Ontario 
Vincent L. Politi 
White, physicians, Ontario 
Hamilton; William F. 


junior physician, Ontario Hos- 


physicians, Hospital, 


Toronto; Dr and Dr. 
John G. 


Hospital, 


ee eS | 
Richardsot ° 


junior 


and Dr. 


pital, St. Thomas. 

In the Department of Health, Dr. Eliza- 
beth N. McKay, D.P.H., has been appointed 
to the staff of the Medical Statistics 
Branch. Before coming to Ontario, Dr. Mc- 
Kay director with the 
Department of Health and Welfare of Brit- 
McGill 
Diploma in 


was a health unit 
ish Columbia. She is a graduate of 
received the 
from the 


University and 
Public Health 
Toronto. 

Dr. John F. 


Rae hav« 


University of 


Stitt and Dr. Donald S. Mc- 
been appointed junior physicians 
in the Tuberculosis Prevention Branch of 
the Department. 

THE FOLLOWING APPOINTMENTS in public 
health nursing have been announced by the 
Ontario Department of Health: 


Miss Carrie Genik (Royal Alexandra 
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Hospital, Edmonton; University of Toronto 
General Course Course in 
Administration and Supervision) to the post 


and Advanced 
of supervisor with the newly organized gen- 
eralized service, Belleville Board of Health. 
Miss Genik was formerly supervisor of pub- 
lic health nursing with the Kenora-Keewatin 


Area Health Unit. 
Miss Verna Smyth (Toronto Western 
Hospital, University of Western Ontario 


Certificate Course, and McGill University 
Course in Administration and Supervision in 
Health Nursing) as supervisor of 
public health nursing, York County Healtn 
Unit. 
Miss 
pital, 


Public 


Hazel Wilson (Ottawa Civic Hos- 
McGill University Public Health 
Nursing Course, and University of Toronto 
Advanced Course in Administration and 
Supervision) to the post of supervisor of 
public health nursing, 
\rea Health Unit. 


Mrs. Jean 


Kenora-Keewatin 


East 
Toronto 


( Toronto 
University of 


Ross Rhoten 


Hk spital : 
Course and 


General 
General Advanced Course in 
Administration and Supervision), previously 
in the post of supervisor with the York 
County Health Unit, to the Kirkland-Larder 
Lake Health Unit as supervisor of public 
health nursing. 


Miss Alice 
Hospital, 


(Toronto Western 
Western Ontario 
Certificate Course, and University of To- 
Advanced 


Klugman 
University of 
Course in 


ronto Administration 


and Supervision) as senior public health 
nurse, Guelph. 
Miss Olga 


Hospital : 


(Hamilton General 


University of 


Friesen 
Toronto General 
Advanced Course in Adminis- 


tration and Supervision) as 


Course and 
senior public 
health nurse, Kitchener. 

Miss Jean Falconer (Kitchener-Waterloo 
Hospital, Western Ontario 
Certificate University of To- 
Course in 
and Supervision) as 


University of 
Course, and 
Administration 
senior public health 
nurse with the Wellington County Health 
Unit. 


ronto Advanced 


Miss Margaret Atkinson (Women’s Col- 
lege Hospital, Toronto; University of To- 
ronto General Course and Advanced Course 
in Administration and Supervision) as senior 
public health nurse with the Stormont, Dun- 
das and Glengarry Health Unit. 

Mayor A. S. O'Hara has returned to the 
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Department of Health of Ontario as _ re- 
gional consultant in sanitation following an 
eight-months’ call-out for special hygiene 
duties with the active forces. He has been 
awarded the Canadian Forces Decoration for 
long and meritorious service with the Active 
and Reserve Armies. 

R. J. Merritt and J. H. JoHNston, engi- 
neer and chemist of the Ontario Division of 
Industrial Hygiene, attended the Interna- 
tional Congress of Pure and Applied Chem- 
istry in New York City, September 10-13 


Quebec 


IMPROVEMENTS AND EXTENSION of hospital 
services in Montreal have been assured by 
the success of the Royal Victoria Hospital 
Campaign Fund. The campaign, launched 
on June 1 of this year, raised a total of 
$8,076,489, exceeding the goal of $7,000,000 
by 15.5 per cent. The funds will be used to 
meet the minimum needs of the hospital: the 
erection of a $4,000,000 nine-storey building 
to serve as the centre of surgical, laboratory 
and x-ray departments; modernization and 
expansion of the out-patient department; 
modernization of the administration build- 
ing; reorganization of the wards to provide 
277 more semi-private and public ward beds ; 
and the building of a 50-bed psychiatric wing 
for the Allan Memoria! Institute. There will 
be increased facilities for teaching. The insti- 
tution has been serving the people of Mont- 
real and the Province of Quebec since the 
days of Queen Victoria and Florence Night- 
ingale. Last year it provided 235,629 days 


of bed-care for 18,072 patients. 


New Brunswick 

AMONG THE VARIOUS health services which 
are provided free of charge to the people 
of New Brunswick, one of the most impor- 
tant is that in connection with the cancer 


control program. Introduced a comparatively 





short time ago, it provides diagnostic and 
treatment facilities, including x-ray exam- 
inations; laboratory services; hospitaliza- 
tion, if required for diagnosis, limited to 
three days; and specialists’ consultation with 
physicians if required for diagnosis. The 
patient is also entitled to x-ray treatment 
and radium treatment. 

The following are not provided: surgical 
procedures, either for diagnosis or treatment; 
medical care; transportation; board and 
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lodging while undergoing examination as 
an out-patient; or hospitalization for any 
other purposes than have been stated. 

Under the program it is possible for any- 
one, on the recommendation of a physician, 
to avail himself of this service. There are 
ten diagnostic clinics in the province and 
four radiation centres where x-ray therapy 
is provided. Radium therapy is given only 
in Saint John. 


Nova Scotia 

Dr. P. S. Camppett, Deputy Minister of 
Health for Nova Scotia, retired on August 
3lst, completing a distinguished career as a 
physician and public health official. 

A few days before his retirement, Premier 
Angus L. MacDonald, on behalf of the staff 
of the Department of Health, presented Dr. 
Campbell with a handsome set of matched 
luggage, a pen and a substantial purse. Dr. 
William Frosst of the Department of Na- 
tional Health and Welfare, on behalf of the 
Dominion Council of Health, presented Dr. 
Campbell with an engraved sterling silver 
tray. 

Dr. Campbell, who spoke feelingly of his 
regret at severing official connections now 
of some 28 years’ standing, was born at 
Port Hood, August 25, 1881; was educated 
at Port Hood Academy and became a B.A. 
of St. Francis Xavier University in 1901. 
After a year of science at St. F.X., he en- 
tered McGill, which awarded him an M.D. 
and C.M. in 1916. 

Dr. Campbell was resident physician at 
Montreal General Hospital from 1916 to 





Port 
divisional 


1918; engaged in private practice 
Hood from 1918 to 1923; became 


health officer on April 1, 1923, chief health 





officer in 1933. His title was changed to 
deputy minister May 25, 1944. 

Dr. Campbell was an outstandingly con- 
scientious and wise administrator. His many 
years of selfless and far-seeing service have 
laid the basis of a sound public health pro- 


gram in this province. 


The R. Samuel McLaughlin Foundation 

A FOUNDATION with an endowment of 
more than one million dollars has been 
created by R. S. McLaughlin, Canadian in- 
dustrialist of Oshawa, Ontario. It will be 
known as the R. Samuel McLaughlin Foun- 
dation and will provide adequate financial 
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assistance to graduates of Canadian medical 


schools who intend to 


devote their lives, 
wholly or in part, to medical teaching, to 
complete or improve their education. This 
assistance will be made available to appli- 
cants who have completed their undergrad- 
uate and graduate training and have been 
selected for staff appointment by a Canadian 
medical school. Grants, recommended by an 
appropriate selective committee, will enable 
the recipients to visit medical centres in 
other countries and in Canada, where im- 
portant new work is being done, and to 
study there for sufficient time to let them 
acquire and bring back a practical knowledge 
of the work. Financial support will be given 
also to clinical research and to medical re- 
search of any kind, in Canada, that gives 
promise of benefit to the sick. This support 
is to be available particularly to “travelling 
fellows” upon their return to the institution 
in which they have received appointment, to 
enable them to confirm and disseminate the 
new they have acquired. The 
founder hopes that by the wise use of the 
available funds, in providing better education 
for the teachers, the quality of medical ser- 
vice may be raised to the highest possible 
level. He intends, too, that medical research 
shall be encouraged, both in the direction of 


knowledge 
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the prevention and of the cure of disease, 
and he believes that the setting up of a 
foundation controlled by trustees who are in- 
terested and competent, will be the best way 
of accomplishing these purposes. The creation 
of the foundation was suggested to Mr. Mc- 
Laughlin by Dr. W. Edward Gallie, who 
before his retirement was chief surgeon at 
Toronto General Hospital as well as pro- 
fessor of surgery in the University of Toron- 
to and, later, dean of the medical school. 


Civil Defence First-Aid Training Grant 


THE FEDERAL GOVERNMENT has authorized 
the expenditure of funds to enable the St. 
John Ambulance Association to carry out 
programs to train civil-defence workers in 
basic and advanced first-aid. Hundreds of 
thousands of persons must be trained in this 
service if civil-defence objectives are to be 
met; this is in addition to the 55,000 people 
that the Association trains in its regular 
programs in first-aid each year. The persons 
to be covered by the plan will be volunteers 
in local civil-defence forces. A book prepared 
by the Department of National Health and 
Welfare, “Basic First Aid”, will be dis- 
tributed through provincial civil-defence or- 
ganizations and will be used in the St. John 
Ambulance Association courses. 


BOOKS 


Food and You. 


By Edmund Sigurd Nasset. Springfield, 
Illinois: Charles C Thomas, 1951. Canadian 
agents: The Ryerson Press, Toronto. 92 
pp. Price (tin Canada) $3.50. 


JUST BEFORE preparation of this review was 
begun a radio critic was heard to say that a 
book criticism should answer three questions : 
What was the purpose of the author? Was 
the purpose achieved? Was the purpose 
worth Using that basis it can be 
said that the aim of Dr. Nasset, who is 
Professor of Physiology in the University 
of Rochester, was to write a simple exposi- 


while ? 


tion, that the aim was achieved very success- 
fully, and this book should be read by 
everyone, especially by those who are trying 
to provide nutrition information to the pub- 
lic. 


This little book contains ten short, concise 
chapters. These describe the composition of 
food, human requirements, digestion, absorp- 
tion and utilization. If Dr. Nasset had 
wanted an alternative title for the book, he 
could have used truthfully the title of the 
last chapter, “Common Sense About Food”. 
The book is written in a very clear, pleasant 
style. The printing is excellent; only one 
typographical error was seen. The reviewer 
would not question the reliability of a single 
sentence in the book. 

Only two criticisms are suggested. The 
first of these is the retail price, $3.50; it may 
keep many people who should read the book 
from doing so. Could a cheap, paper-bound 
edition be issued? The second criticism con- 
cerns the statement regarding copyright; it 
is stated that no part of the book may be 
reproduced in any manner without permission 








Oct. 1951 
from the author. Almost every page con- 
tains a sentence which should be shouted 


from the house-tops. To cite, without the 


author’s permission, two examples: “There 
are those (food habits) imposed by custom, 
cussedness and crack pots” (p. 77), and “An 
astonishing number of people seem to be 
completely insensitive to the rank negligence 
so evident in the preparation of the food 
which they eat” (p. 85). 

This _ brief, read and thoroughly 
sensible book can be recommended as one of 
the best books on nutrition which this re- 
viewer has seen. It should be read and used 
by everyone in the public health field. 

E. W. McHenry 


easily 


A Syllabus of Laboratory Examinations in 
Clinical Diagnosis. 


Critical Evaluation of Laboratory Pro- 
cedures in the Study of the Patient. Edited 
by Thomas Hale Ham, B.S., M.D. Cam- 
bridge: Harvard University Press 1950. 
496 pp. $5.00 (U.S. funds). 


THE LIST OF distinguished authorities who 
have served as contributors to this volume 
gives one immediate confidence in its worth 
and this confidence is borne out by the text. 
It is more than a compendium of laboratory 
tests in that the presentation includes a dis- 
cussion of “clinical value, availability, cost, 
principle, method, and limitations and inter- 
pretations of the test itself and as a diagnostic 
aid related to the history and physical 
examination of the patient.” 

It is this broad treatment of the various 
subjects—blood, urine, gastrointestinal traci, 
infectious diseases, diseases of metabolism, 
and extravascular fluids—which makes the 
volume unique and more than usually valu- 
able. The medical student learns to 
make it his should 
advance his medical knowledge with a cor- 
relation not ordinarily achieved. Laboratory 


who 


constant companion 


technicians and practising physicians will also 
find high rewards in these pages. 

The material is as thoroughly up-to-date as 
it is possible for any publication to be. This 
is well exemplified in the discussion of blood 
groups. The section on infectious diseases is 
well designed as a clinical guide but is not 
sufficiently detailed in some respects to satisfy 
technical needs. On page 377, the gonococcus 
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is termed “N. intracellularis”, which is not 
customary bacteriological 


could be misleading. 


terminology and 


One would predict an expanding future 
for this volume and would feel that in time 
it should appear in more durable and at- 
tractive form, as it deserves. 


F. O. Wishart 


Directory and Catalogue of Collections of 
Micro-organisms Maintained in Canada. 


Canadian Comumitttee on 


Culture Collec- 
tions of Micro-organisms, National Re- 
search Council, Ottawa. N.R.C. publication 


No. 2359. 


THE COMMITTEE may well take pride in 
this very presentable volume. Both as a 
directory and a catalogue of Canadian col- 
lections of micro-organisms it serves its 
purpose well. The arrangement of the Di- 
rectory according to Federal, Provincial, and 
university laboratories and so forth is a 
and practical one. The list of 
sponsors, with their divisions and directors, 


realistic 


is in itself useful and enlightening. 

The catalogue of micro-organisms, sub- 
divided into bacteria, phages, viruses, yeasts 
and fungi, provides a ready reference to 
available material. Publication of these lists 
may well serve to stimulate a greater interest 
and an improvement in the maintenance of 
collections, and this in turn should lead to 
a volume of increasing worth. Adoption of 
a loose-leaf system in this formative stage 
seems the part of wisdom. 

The Committee deserves sincere congratu- 
lations on this culmination of its labours and 
is entitled to feel that it has rendered a 
distinct service to Canadian microbiologists. 
Copies of the volume are available from the 
National Research Council, 
Ottawa, at $2.50 each. 


Sussex Street, 


F. O. Wishart 


The Sanitary Inspector’s Handbook. 


By Henry H. Clay, F.R.San.I., F.IS.E. 
London: H. K. Lewis & Co. Ltd., 1950. 
7th ed. 565 pp. 25s. net. 


THE FIRST EDITION of this book was written 


to meet the “a handbook, more 
comprehensive and more in accord with the 


need for 
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progressive demands of modern times, than 
has been available hitherto.” That “Clay” 
has now reached its seventh edition is ade- 
quate proof that the book has had wide 
acceptance throughout the Commonwealth. 

While written primarily for the sanitary 
inspector in the United Kingdom, there is 
much material in the Handbook which can 
be read with profit by health 
regardless of nationality The 
fundamentals of environmental sanitation are 


all public 
workers, 


thoroughly covered and the sections relating 
to sanitary law have been revised in the 
light of the recent extensive changes in social 
legislation in Great Britain. 

The Canadian inspector and student will 
find the Handbook a useful reference in the 
technical phases of their work, especially in 
the hygiene of building, plumbing and drain- 
age. 

As in former editions, the book is illus- 
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The Pathogenesis and Pathology of Viral 
Diseases. 

Edited by John G. Kidd. New York: 

Columbia University Press, 1950. Canadian 

agents: Oxford University Press, Toronto, 

235 pages. $6.25. 

THE a collection of 15 
excellent scientific papers presented at the 
Section of Microbiology held at the New 
York Academy of Medicine on December 14 
and 15, 1948. It is difficult to single out any 
one paper for individual comment. The re- 
viewer was greatly interested in the articles 
dealing with the culture and effects of viruses 
in chick-embryo cells by C. John Budding, 
as well as by those by John M. Pearce on 


TEXT contains 


cardiac lesions produced by viruses and by 
John G. Kidd on proliferative lesions caused 
by viruses and virus-like agents. 

This little book provides stimulating read- 
ing from cover to cover, and every research 


trated by a series of excellent drawings. worker in this field will gain much from it. 


A. S. O'Hara C. E. van Rooyen 


EMPLOYMENT SERVICE 


Advertisements regarding “positions available’’ and “personnel available’ will be published in from one 
to four consecutive issues, depending upon the requirements of the agency or person concerned. They are 
limited to seventy words or less, with a confidential box number if desired. There is no charge for this 
service to members of the Association. Health agencies are charged a flat rate of $10.00 for the advertisements 
(up to four consecutive issues) and for the service. The rate for non-members is $5.00. The service includes 
confidential clearing of information between prospective employer and employee if desired. 


Wanted: Department of Bacteriology and Immunology, University of British 
Columbia. Several vacancies for bacteriologists with proven capacity for teach- 
ing and research. Excellent new quarters and facilities. Rank and salary accord- 
ing to experience, ranging from $2,800. for an instructor to $6,500. for a full 
professor (if with medical qualifications). Write to Dr. C. E. Dolman, Head, 
Department of Bacteriology and Immunology, University of British Columbia, 
Vancouver, B.C. 


Public Health Nurse required by York County Health Unit in a generalized 
program. Proximity to Toronto permits possibilities of urban living conditions 
combined with rural work. Car provided. Health and Accident Insurance and 
other attractive working conditions. Write to Dr. R. M. King, York County 
Health Unit, Newmarket, Ontario. 8/ 


Wellington County Health Unit. Applications will be received by the under- 
signed for the position of Medical Director, duties to commence in September 
or October. Generalized public health program, liberal car allowance, holiday 
and sick-leave schedules. Salary according to qualifications and experience. 
John F. Beattie, Secretary-Treasurer, Wellington County Health Unit, Fergus, 
Ontario. 





